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Gosset, A., Bertrand, I., and Funck-Brentano, P.: 
Mixed Tumors of the Submaxillary Gland (Les 
tumeurs mixtes de la glande sous-maxillaire). J. de 
chir., 1932, xl, 161. 








The authors report 4 mixed tumors of the sub- 
maxillary gland which were found in 17,924 patients 
operated upon at the Salpétriére during the period 
from January 1, 1920, to December 31, 1931. They 
quote Willis and Wilson, who reported a ratio of 50 
mixed tumors of the parotid to 6 mixed tumors of 
the submaxillary gland, and Heinecke, who found 
that 17 per cent of 360 salivary gland tumors were 
mixed tumors of the submaxillary gland. 

Mixed tumors of the submaxillary gland are more 
frequent in women than in men. Of the patients 
whose cases are reviewed by the authors, 3 were 
women who had harbored the tumors for three, ten, 
and eleven years respectively, and 1 was a man who 
had noticed the tumor only two months before seek- 
ing treatment. 

The only constant sign is the presence of the 
tumor. Physical examination reveals at the site of 
the submaxillary gland, a painless, movable, and 
itm but elastic neoplasm which is not attched to the 
skin. In older tumors a cartilaginous aua a pseudo- 
luctuant sensation are sometimes noted on palpa- 
tion, Buccal palpation demonstrates that Whar- 
ton’s duct is not involved. 

The differentiation from thyroglossal cysts, adeni- 
lls, malignancy of the lymphatics, and branchial 
tumors is readily made from the history and the 
ndings of physical examination. Differentiation 
liom stone in Wharton’s duct, a solitary tubercu- 
lous lymph node, and syphilis of the submaxillary 
gland is more difficult. 

The tumors are generally benign. According to 
Kuttner, only t in 10 is malignant. Malignant de- 
generation is suggested by increased hardness, loss of 
mobility, and rapid growth. Pathological examina- 
tion shows the tumor to be well encapsulated, and 
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generally reveals a definite plane of cleavage between 
the gland and the tumor. When the tumor is cut 
the surface is pale and bulges. Histological examina- 
tion discloses irregular patterns of connective tissue, 
epithelial elements, squamous cells, epithelial pearls, 
pseudoglandular arrangements, and areas of un- 
differentiated cells. 

The treatment is surgical. As a rule the tumor 
may be enucleated. When it is incorporated within 
the gland so that its removal is difficult, extirpation 
of the gland is advisable. Ligation of the duct is 
indicated to prevent the formation of a salivary 
fistula. The authors warn against removing the 
neoplasm through the floor of the mouth on account 
of technical difficulties and the danger of infection. 

James B. Mason, M.D. 


Kegel, R. F. C.: Adamantine Epithelioma: Arch. 
Surg., 1932, XXv, 498. 

Adamantine epithelioma has long been recognized 
as anentity. It occurs more frequently in the lower 
jaw than the upper jaw, and is most common in the 
colored race. It usually appears between the ages of 
eleven and thirty-five years, the period in which 
eruption of the molar teeth occurs and the incidence 
of the dentigerous cyst is highest. Its frequency in 
males and females is approximately the same. 

The growth of the adamantinoma is usually slow. 
The tumor causes a lobulated swelling of the jaw 
extending outward. It encroaches little on the 
buccal cavity, but may rupture into the mouth with 
the discharge of fluid and the formation of a fistula 
which usually persists. The skin over the tumor is 
not adherent. In the upper jaw extension into the 
antrum is almost inevitable. 

The roentgen appearance of adamantine epithe- 
lioma of the lower jaw is that of an expansive central 
bone tumor. The lesion may be monocystic or poly- 
cystic. There is no periosteal reaction. Large dental 
root cysts, dentigerous cysts, giant-cell tumors, and 
central fibromata may produce a roentgen picture 
which cannot always be distinguished from that of 
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adamantine epithelioma. In cases of adamantinoma 
of the upper jaw the roentgenogram is of little diag- 
nostic aid. 

Pathologically, the tumors may be divided into 
two groups, the cystic and the solid, although there 
is no sharp differentiation between the two and on 
section some of the solid tumors show cysts of vary- 
ing size. The solid areas are composed of a friable 
cellular tissue and the glistening, smooth cysts are 
filled with a creamy or a watery fluid and occasion- 
ally show papillomata projecting from their walls. 
The largest tumors are polycystic. The cystic lesions 
are more apt to recur than the solid growths. 

The microscopic picture of adamantinoma is not 
constant. The fundamental cell is the basal cell,-but 
all degrees of differentiation of the enamel organ are 
found. Depending on the degree of differentiation, 
the tumors may be divided into two groups, those of 
the adult form, which are the more frequent, and 
those of the undifferentiated form, in which only 
basal cells are seen. Between these two groups there 
are transitional forms. The stroma of the adaman- 
tine epithelioma shows no constant morphology. 
Its quantitative proportion to the epithelial ele- 
ments varies widely. The presence of adamantine 
epithelium in the monocystic lesion is diagnostic of 
adamantinoma and rules out the dentigerous and 
the root cyst. 

The origin of the adamantinoma is still in dispute. 
According to one theory it is the ‘‘paradental epi- 
thelial débris’’ of Malassez; according to another, the 
oral epithelium; and according to a third, the enamel 
organ itself. Most of the evidence seems to support 
the third theory. 

The adamantinoma is a recurrent tumor. From 
a consideration of the operative results it appears 
that when there is a monocystic or a solid lesion with 
an intact bone shell the operation of choice is curet- 
tage followed by chemical and thermal cauteriza- 
tion, but when the tumor is polycystic, partial or 
total resection of the jaw is advisable. As the ada- 
mantinoma is resistant to irradiation, the X-rays and 
radium have proved of little value in its treatment. 

Witriram G. Hamo, M.I) 


EYE 


Pressburger, E.: Dissemination of Sarcoma of the 
Eye (Zur Disseminierung des Sarkoms des Auges). 
Ztschr. f. Augenh., 1932, |xxvii, 82. 


A pigmented sarcoma of the nasal half of the iris 
developed in a sixty-year-old woman. Examination 
with the slit lamp revealed grayish-white and light 
brown cells with long processes on the anterior cap- 


sule. On anatomical examination of the enucleated 
eyeball the anterior surface of the iris and the ex- 
posed part of the ciliary body in the angle of the 
chamber were also found covered by a sarcomatous 
growth. On the anterior capsule in the vicinity of 
the tumor of the iris were pigmented cross-sections 
of pigmented cells, some of which showed long proc- 
esses. 


The author discusses the clinical differences be 
tween the appearance of these sarcoma cells on ex 
amination with the slit lamp and that of similar 
branched cells left behind as remains of the pupillary 
membrane or after subsidence of an iridocyclitis. \ 
case with cells of the latter type is reported with an 
illustration. 

Dissemination of tumor cells is very rare in sar- 
coma of the choroid, more frequent in tumors of the 
ciliary bodies, and most frequent in tumors of the 
iris. In the latter it is almost constant. As dissemi 
nation can take place only when the tumor borders 
on a space filled with fluid, in cases of involvement of 
the ciliary body the epithelium would have to be 
ruptured first. In sarcoma of the chorion, dissemina- 
tion occurs in the subretinal space after separation of 
the retina and therefore is not perceptible clinically, 

It is particularly difficult to determine the rela- 
tion between sarcoma of the conjunctiva to black 
flecks in the mucous membrane which may arise in 
the course of the disease. In a woman thirty-eight 
years old a yellowish-brown spot appeared in the 
inner angle of the right eye and enlarged greatly. 
In addition, two inky black spots appeared in the 
upper fornix. On the tarsal conjunctiva there was a 
mushroom-shaped, reddish tumor the size of an 
apple seed which on biopsy was found to be a sar 
coma. As the black spots on the conjunctiva and 
the margin of the lid were believed to be sarcomatous 
also, the eyeball was enucleated. However, ana- 
tomical examination showed that only the nodule in 
the upper conjunctival fold was sarcomatous. Some 
of the black spots were simple pigmentations of the 
basal-cell layers of the mucous membrane and the 
intermarginal portion and others were naevi with- 
out definite signs of malignancy. Particularly note- 
worthy was the presence of pigment and remarkably 
large, coarse pigment cells in the basal-cell layers of 
the otherwise entirely normal epithelium of the 
cornea. Here and there, between the latter and Bow- 
man’s membrane, were oddly shaped, {lattened, 
coarse cells with long processes. 

The cases of sarcoma of the conjunctiva reported 
in the literature up to 1928 are tabulated to supple 
ment Schiller’s statistics for the period from 1808 to 
1918. 

The author then discusses the occurrence of black 
spots on the mucous membrane at a distance from 
the tumor in sarcoma of the conjunctiva, the inter- 
pretation of pigmentation of the corneal epithelium. 
and the nature of the pigment cells. He agrees with 
Schiller that the pigment flecks are due to irritation 
produced by the sarcoma. The irritation which 
caused the embryonal anlage to develop into sar- 
coma may, at the same time, have caused nevi 
already present to become pigmented or may have 
led directly to the formation of navi. In the litera 
ture the author has found the reports of three cases 
of corneal pigmentation with sarcoma oi the con: 
junctiva, but they differed in important particulars 
In his own case it was impossible to decide whether 
the pigment was taken up out of the conjunctiva’ 
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sac or was formed in the cells themselves. The pig- 
ment cells on Bowman’s membrane might be inter- 
preted as chromatophores which wandered in from 
the conjunctiva or as sarcoma cells. Sternberg ac- 
cepts the first interpretation, but the author points 
out that cells of like appearance are scarcely ever 
found in the conjunctiva in the vicinity of the lim- 
bus. Fuchs has not seen such cells below the epithe- 
lium in any disease. It would be difficult to explain 
why such connective tissue cells should grow into 
the cornea from the entire limbus. At any rate, our 
knowledge of the dissemination of sarcoma in the 
interior of the eye leads the author to assume a 
similar wandering of the cells in the conjunctival sac. 
GINSBERG (0). 


Marquez: Concerning the Argumosa-Dieffenbach 
Operation (Sobre la operacién de Argumosa- 
Dieffenbach). Actas Soc. de cirug. de Madrid, 1931, 
1, Sr. 

Marquez reports a case in which blepharoplasty 
was done and shows a photograph of the final result. 
The lesion was diagnosed microscopically as a squa- 
mous-celled carcinoma. It was the size of a hazelnut 
and situated on the outer half of the lower lid. 

This case is reported to bring up a discussion of 
the originator of blepharoplasty. In the opinion of 
the author and others, Don Diego de Argumosa, not 
Dieffenbach, was the first to describe it. Another 
Spaniard to contribute to the development of the 
operation was Hysern. In 1834 Hysern published a 
treatise on blepharoplasties in which he mentioned 
and illustrated the operation of Argumosa. Argu- 
mosa’s work was done in 1832 and reported in 1833, 
whereas Dieffenbach’s publication appeared in 1835. 
_ Marquez reprints Argumosa’s case report and the 
illustrations of his plaster casts. The lesions in 
Argumosa’s case were a large one around the inner 
canthus and a small spot on the nose. Following 
complete excision, a flap taken from the rest of the 
lid and a part of the cheek over the zygoma was 
turned over the defect. 

Marquez has changed the technique only slightly, 
and uses it in ectropion. He states that the free 
tarsal border should always be preserved if possible. 

James B. Brown, M.D. 


Gifford, S. R., Lebensohn, J. E., and Puntenny, I. 
S.: Biochemistry of the Lens. I. Permeability 
of the Capsule of the Lens. Arch. Ophth., 1932, 
Vill, 414. 

The authors’ findings in extensive experimentation 
with regard to the biochemistry of the lens and their 
conclusions therefrom are summarized as follows: 

1. The normal capsule is freely permeable to wa- 
ter, electrolytes, and substances of higher molecular 
Weight such as sodium salicylate and fluorescein. 

_ 2. Inexperiments with sodium salicylate, diffusion 
into the lens was the same with and without the 
capsule, 

3. With substances of a larger molecular weight, 
albumin, glutathione, and globulin, a certain barrier 
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to dialysis is formed by the capsule of the lens. Since 
albumin may be detected after dialysis for two hours, 
it is probable that some albumin passes through the 
normal capsule. However, the amount is so minute 
that equilibrium is maintained between the aqueous 
and the lens substance. Apparently no globulin 
passes through the capsule until postmortem changes 
have occurred. 

4. That postmortem changes were not responsible 
for the absorption of sodium salicylate and fluores- 
cein is proved by the experiments in which these 
substances were given during life. 

5. Young lenses were shown to be definitely more 
permeable to the substances tested than normal 
lenses of older animals. The difference was slight in 
substances dialyzing from within the lens out, but 
marked for sodium salicylate and fluorescein. 

6. In five cataractous lenses from human beings 
extracted within the capsule, permeability of the 
capsule for various substances was approximately 
the same as that of the normal rabbit lens. 

7. No evidence of ‘‘selective permeability’? was 
found, the only factor influencing permeability be- 
ing the molecular size of the substances tested. 

8. Within a range much greater than that possi- 
ble during life, variations of neither osmotic:pressure 
nor hydrogen-ion concentration were effective in pro- 
ducing cataract in vitro. This seems to invalidate the 
assumption of Duke-Elder that these factors are of 
importance in the genesis of cataract. In view of the 
work of Vogt and others previously cited, the other 
factor which Duke-Elder regarded of importance, 
ultraviolet rays, need not be considered. 

9. The fact that sodium salicylate did not pene- 
trate the nucleus of normal beef lenses until after 
twenty-four hours in the incubator indicates the 
sluggish metabolism of this portion of the lens, which 
may be considered a factor in the genesis of nuclear 
sclerosis. 

10. In mature naphthalene cataract no increase in 
permeability of the capsule was found. The swelling 
of the lens in this condition can be due only to the 
absorption of water induced by an increased osmotic 
pressure of the lens substance. This is apparently 
the result of the breaking down of the lens proteins 
into substances of smaller and more numerous mole- 
cules. It seems to offer a satisfactory explanation of 
the findings of Schmerl and Thiel, as such a break- 
down would involve more active oxidative processes. 
The finding of a positive reaction to sodium nitro- 
prusside in the aqueous of such lenses and of an in- 
crease in organic matter escaping through the cap- 
sule during the incipient stage of naphthalene cata- 
ract may be explained by the freeing of glutathione 
and other substances in the processes of decomposi- 
tion. This is in line with the swelling observed in the 
intumescent stage of senile cataract and the loss of 
solids in this and later stages. 

11. In view of our findings, the degenerative 
changes shown by histological methods in the capsule 
of naphthalene cataract do not indicate increased 
permeability. 
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12. In view of the foregoing findings with respect 
to the permeability of young and old lenses and 
lenses with experimental cataract, any theory of the 
genesis of cataract based on increased permeability 
of the capsule seems to be without foundation. 
Traumatic cataract, which is used as an example in 
favor of this theory, may be considered a swelling 
and separation of the lens fibers deprived of the 
covering that normally holds them in close apposi- 
tion, allowing them to absorb more water and per- 
mitting the loss of their globulin content. In this 
condition there is no question of increased permea- 
bility of the capsule, but a loss of part of the capsule 
itself. Leste L. McCoy, M.D. 


Jaensch, P. A.: Difficulties and Errors in the Diag- 
nosis of Sarcoma of the Retina. Clinical and 
Anatomical Observations on Tumor Tenonitis 
and Angioma of the Retina (Schwierigkeiten und 
Irrtuemer bei der Diagnose des Aderhautsarkoms. 
Klinische und anatomische Beitraege zur Tumor- 
tenonitis und zum Angiom der Aderhaut). Alin. 
Monatsbl. f. Augenh., 1932, Ixxxviii, 622. 


The difficulties and errors in the diagnosis of sar- 
coma of the retina have been pointed out at various 
times (Reis, Jess, Sattler). They are not very serious 
in blind eyes, although we know that for a complete 
cure (without later metastases) the prognosis is 
much better the earlier enucleation is carried out. 

In five cases the diagnosis presented considerable 
difficulty as there were symptoms of tenonitis 
(Birch-Hirschfeld), viz., moderate exophthalmos, 
chemosis, and interference with the painful move- 
ments of the eyes. Clouding of the cornea, exudate, 
hemorrhages into the anterior chamber, papillary 
induration, and cataract rendered ophthalmoscopic 
examination impossible. In the first case, in which 
the condition was believed to be a perithelioma, 
alcohol was injected. The infiltration of the sclera 
and the inner layers of Tenon’s capsule indicated a 
permanent tenonitis which usually is not found after 
injections of alcohol. In four cases of tumor some of 
the vessels contained thrombi and there were large 
hemorrhagic spaces the origin of which is not yet 
clear. None of the cases showed sclerectasia, but 
diffuse infiltrations of the sclera were found in the 
vicinity of the necrotic foci of the tumor. The toxic 
substances liberated by the disintegration of the 
tumor exerted an irritating and injurious effect on 
the vascular walls, while the necrosis itself was the 
result of insufficient nutrition. The prognosis in such 
cases is no more serious than that of other uveal 
tumors. The other eye always remains normal. 

In the sixth case enucleation was performed on a 
woman of sixty years on the suspicion of sarcoma. 
The blackish-brown tumor, 10 mm. long and from 
1 to 1.5 cm. thick was located nasally to the papilla 
and proved to be an angioma simplex over which the 
retina was transformed into a multilocular cyst. 
Unfortunately such errors are not rare. Neverthe- 
less eyes with angioma must finally be enucleated 
because of painful blindness. P. WAETZOLD (O). 


Davis, W. T.: Metastatic Carcinoma of the Optic 
Disk, with the Report of a Case. Arch. (phij;, 
1932, Viil, 226. 

It is estimated that 50 per cent of all cancers 
metastasize, and that 4.77 per cent involve the cen- 
tral nervous system. According to some investiga- 
tors, about one-half of the metastases to the central 
nervous system arise from primary cancers of the 
breast, lung, and prostate, and the next greatest 
number from primary cancer of the uterus. 

When metastasis occurs by way of the lym- 
phatics, the meninges are more apt to be involved, 

Retrograde extension, first emphasized hy yon 
Recklinghausen, is a frequent means of extension of 
cancer and occurs especially in organs having a 
venous pulse. 

Metastasis to the central nervous system may 
occur at any time, even years after the appearance 
of the cancer or the operation on the primary tumor, 
and even before the primary growth is suspected. 
In cases with symptoms of tumor of the brain or 
symptoms of involvement of this organ by a disease 
process the possibility of a metastasis from an as yet 
unrecognized cancer of the prostate, lung, or breast 
should be considered. 

The case reported by the author was that of a 
woman thirty-one years of age who presented herself 
in June, 1930, complaining of severe headaches 
which had begun six months previously. ‘hese had 
become progressively worse and recently had been 
accompanied by vomiting. One year previously the 
patient had been operated upon for scirrhous cancer 
of the right breast. The lymph nodes of the axillary 
region were involved. According to a consultant’s 
report in May, 1930, the left eye showed a large, 
elevated whitish area overlapping about half the 
diameter of the disk and extending several disk diam- 
eters into the adjacent fundus. This was best seen 
with a +6 lens. Transillumination was negative. 

The right eye was essentially negative. 

General examination revealed chronic chole- 
cystitis, a psychoneurosis of the anxiety type, sec- 
ondary anemia, and laceration of the cervix with 
erosion. 

Vision was 20/15 in both eyes with a moderate 
myopic correction. There was some involvement o! 
the peripheral fields but not of the central fields. 
The left blind spot was definitely enlarged. The 
right pupil measured 3 mm., and the left, 4 mm. 
Both pupils reacted normally to light and accommo- 
dation. The extra-ocular muscles were normal. The 
right eye was negative except for some old « horoidal 
spots. In the left eye the temporal half of the disk 
was normal. The nasal half was elevated 6 diopters 
and separated from the normal temporal hall 
sharply by a perpendicular wall. The elevation ex 
tended into the retina above the disk 5 disk diam- 
eters and sloped off to the normal retinal lev: | gradu: 
ally. Nasally, it extended 8 disk diameters ane 
sloped gradually to the normal retinal level. Be: 
low, it extended 4 disk diameters and dropped ol! 
rather sharply to the retinal level. Its suriace was 
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grayish white. The vessels over this area appeared 
to be normal. Transillumination was of no use. 
The patient died in November, 1930. Autopsy 
was not obtainable. The clinical diagnosis was car- 
cinoma of the intra-ocular portion of the ocular 
nerve. Lesiie L. McCoy, M.D. 


MOUTH 


Berven, E.: Irradiation Treatment of Malignant 
Tumors of the Buccal Cavity (Le traitement 
radiologique des tumeurs malignes de la cavité 
buccale). Acta radiol., 1932, xiii, 213. 

In the irradiation treatment of carcinoma of the 
oral cavity now being used at Radiumhemmet a 
combination of radium irradiation and endothermy 
is employed for the primary tumor and a combina- 
tion of radium irradiation and conservative surgery 
for the lymph-node areas. 

Radium has proved superior to the quality of 
roentgen irradiation as yet available. 

The greatest advance in therapeutic technique in 
recent years has been due to the introduction of the 
teleradium technique and the more general use of 
the interstitial implantation of radium needles in 
combination with endothermy. 

The teleradium technique permits an increase in 
the quantity of the irradiation and in the tissue 
doses, factors which greatly increase the effective 
action of the irradiation. 

The interstitial implantation of radium needles 
completes or supplements the dose given previously 
by the teleradium treatment. 

Endothermy removes any resistant tumor rem- 
nants without causing bleeding and without the risk 
of local re-implantation or spread of the tumor. 

The treatment of the primary tumor consists 
routinely of an initial teleradium treatment fol- 
lowed, after the tumor has become clean, smaller, 
and better delimited, by endothermy by the simul- 
taneous interstitial implantation of radium needles 
around the coagulated area. 

The treatment of the lymph-node area consists in 
the application of teleradium simultaneously with 
treatment of the primary tumor. If any movable, 
easily operable glandular metastases remain, surgi- 
cal dissection is done after the teleradium treatment. 
Otherwise only teleradium is used. 

_ In the eleven-year period from 1916 to 1926 the 

final result was healing for five years or more in 32 

per cent of cases of lingual cancer, 34 per cent of 

cases of sublingual cancer, 18 per cent of cases of 
cancer of the mandible, and 26 per cent of cases of 
buccal cancer. Of 278 patients suffering from car- 
cinoma of the oral cavity, 76 (27 per cent) were free 
from symptoms for from five to eleven years. 

_Of 28 patients treated for epithelioma of the ton- 
sils with the old technique in the period from 1919 to 

1924, primary healing was obtained in 25 per cent 

and cure for a year in ro per cent. 

_Of 18 patients treated for epithelioma of the ton- 
‘ils in the period from 1924 to 1927 with the new 
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technique, 55.6 per cent became primarily healed 
and 39 per cent were free from symptoms after three 
years. 

Of 35 patients suffering from sarcoma of the ton- 
sils who were treated in the period from 1916 to 
1927, primary healing was obtained in 71.4 per cent, 
48.6 per cent were free from symptoms for one year, 
and 36.7 per cent were free from symptoms for five 
years. 


Houser, K. M.: Ludwig’s Angina: Intra-Oral In- 
cision in Infections of the Floor of the Mouth. 
Arch. Otolaryngol., 1932, xvi, 317. 


Ludwig’s angina is not a common disease. Among 
18,705 patients treated on the general surgical serv- 
ice of the hospital of the University of Pennsylvania 
in the period from 1922 to 1930, it was found in 
only 12. 

The condition undoubtedly begins as an inflamma- 
tory reaction in the floor of the mouth. It is a cellu- 
litis. The submandibular involvement later 
manifestation of spread by contiguity. 

The disease is most common in young adult males. 
The usual cause is dental caries. 

Two of fifteen cases reportel were treated by 
intra-oral drainage. The mucosa was incised at the 
point of greatest swelling, which was at about the 
level of the second molar tooth and half way be- 
tween the frenum and the alveolar ridge, a hemostat 
was inserted, and the opening then dilated. If the 
involvement has extended into the neck, an exter- 
nal operation will be necessary. 

GeorceE A. Cottett, M.D. 
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John, H. J.: Hyperthyroidism Showing Carbohy- 
drate-Metabolism Disturbances: Ten Years’ 
Study and Follow-Up of Cases. J. Am. M. Ass., 
1932, XCix, 620. 

The occurrence of glycosuria and hyperglycemia 
in cases of hyperthyroidism has frequently been 
reported. The average incidence of true diabetes in 
hyperthyroid patients is 2.3 per cent, whereas the 
incidence of hyperthyroidism in diabetics is 1.68 per 
cent. Of 9,000 patients with thyroid disease who 
were studied in the Cleveland Clinic, 620 (6.88 per 
cent) had non-physiological hyperglycemia on one 
or more occasions. In approximately 200 (2.1 per 
cent) of these the hyperglycemia persisted and 
resembled that of diabetes. There was no parallel 
between the degree of the diabetes and the severity 
of the hyperthyroidism. After operation for the 
hyperthyroidism the diabetes improved in 55 per 
cent of the patients, remained stationary in 15 per 
cent, and became worse in 30 per cent. Of the entire 
group of patients, 35.7 per cent are still taking 
insulin. 

The incidence of diabetes in hyperthyroid patients 
is twice the incidence of diabetes in normal persons. 
The author believes that a “diabetic anlage”’ is 
present, and that the hyperthyroidism acts to elevate 
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the general metabolism, thereby increasing the work 
put upon the insulinogenic system and favoring the 
development of diabetes. In some of the patients in 
whom the disturbance of carbohydrate metabolism 
is slight the diabetes may be “functional”? or may 
represent the early stage of a true diabetes. Dif- 
ferentiation is possible only by observation over a 
long period of time. 

In hyperthyroidism the glycogen store in the liver 
is low because of toxic effects upon the liver cells 
and the high metabolic rate with increased carbo- 
hydrate consumption and depletion of the insu- 
linogenic apparatus. The tendency toward acidosis 
is therefore increased and the advisability of pre- 
operative and postoperative intravenous adminis- 
tration of glucose with or without insulin is sug- 
gested. Leo M. ZIMMERMAN, M.D. 


Ask-Upmark, E.: Thyrotoxicosis and Tetany. 
Some Aspects of the Mineral Metabolism in 
Morbus Basedowi. Endocrinology, 1932, xvi, 360. 


Tetany may occur in association with hyper- 
thyroidism in two forms. It may result from removal 
or injury to the parathyroids as a postoperative 


complication, and it may develop before operation 
as a complication of thyrotoxicosis. The author 
reports a case and cites others from the literature, 
Endemic tetany may accompany endemic goiter and 
cretinism. On the other hand, thyroid enlargement 
has frequently been found in chronic tetany. Thy- 
roid products have been employed in the treatment 
of tetany with definite benefit. Experimental and 
clinical findings confirm the assumption of « rela- 
tionship between the thyroid and the parathyroi 
glands. 

The relationship of the thyroid to mineral metabo- 
lism is evidenced by the fact that an excessive 
calcium intake as well as iodine deprivation favors 
the development of goiter. The thyroid exerts an 
influence upon calcium and phosphorus metabolism, 
The increased calcium excretion in hyperthyroidism 
may be a factor in the development of tetany during 
the course of thyrotoxicosis. 

The author discusses the relation of hyperthy- 
roidism to osteomalacia, tracheomalacia, thymus 
hyperplasia, and postoperative death in the light 
of newer knowledge of the thyroid and mineral 
metabolism. Leo M. ZmmMerMAN, M.D 





SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Scheuermann, H.: The Roentgenological Picture 
of the Normal and the Pathological Sella Tur- 
cica. Acta radiol., 1932, xiii, 404. 

The author collected and examined cranial roent- 
genograms of 391 normal persons and 55 of persons 
with aflections of the brain showing roentgenological 
changes. In addition, he examined and compared 
roentgenologically and sawed through and again 
compared postmortem specimens of the sella turcica 
from too normal persons and from 41 persons with 
allections of the brain. In describing the technique 
of the roentgen examination he emphasizes the 
necessity for an absolutely exact and uniform pro- 
jection. He discusses the normal anatomy of the 
sella turcica with mention of specimens of the in- 
ternal carotid artery injected with a contrast me- 
dium. The roentgenological picture of the sella 
turcica is discussed in detail with reference to meas- 
urements and form, the sphenoidal sinus, the an- 
terior clinoid processes, the dorsum sell, and the 
posterior clinoid processes. 

In its normal state the dorsum sellw may be so 
thin as to be invisible in the roentgenogram of the 
living subject. A slender dorsum sell is the most 
frequent form. Even under normal conditions the 


tissue may be so plastic that the dorsum sell can be 


moved forward and backward with the hand. The 
author describes the large air space in the spongy 
dorsum sella. He discusses the characteristics of the 
dura mater and the calcareous content. Deficiency 
of calcareous material in the dorsum sella may be a 
normal condition at any age. Senile osteoporosis 
plays no réle. 

The position of the head associated with certain 
brain tumors and the basal angle are discussed. Dif- 
ferences in the width of the latter are of slight 
importance. 

Other subjects taken up are the causes of primary 
and secondary enlargement of the sella turcica; the 
thin and the thick diaphragma sella; the soft mem- 
branous floor of the sella turcica with the sphenoidal 
‘ius situated directly beneath; and the different 
situation and possible displacement or irregular dila- 
tation of the third ventricle. The author states that 
the membranous floor of the sella and the paper-thin 
‘orsum sellae are probably the results of intracranial 
pressure. In all cases in which there is enlargement 
or destruction of the sella turcica, dilatation of the 
third ventricle has been present for a considerable 
ime. Dilatation of the third ventricle for a short 
‘ime causes no change in the sella turcica. 

_Inall of the cases reviewed the roentgenological 
ndings agreed exactly with the autopsy findings. 


NERVOUS SYSTEM 


In conclusion the author says that when the 
roentgenologist is called upon to report concerning 
abnormal conditions observed by him, he should 
express himself with reserve regarding the question 
as to whether these conditions were of primary or 
secondary origin. 


Davidoff, L. M., and Bancroft, F. W.: Ureterodural 
Anastomosis for the Treatment of Hydro- 
cephalus: Report of a Case. Arch. Surg., 1932, 
XXV, 550. 

The authors describe a method for the treatment 
of hydrocephalus, first advocated by Heile, in which 
a kidney is sacrificed and its pelvis is sewed into an 
opening in the lumbar dural sac to drain off the ex- 
cess cerebrospinal fluid through the ureter into the 
urinary bladder. 

A case in which this method was employed is 
reported. The hydrocephalus was extremely ad 
vanced, and there was little hope of cure, but the pa- 
tient’s survival for ten days proved the operation 
mechanically feasible. 


Armour, D.: Surgery of the Posterior Cranial 
Fossa. Luncel, 1932, CCXxiii, 499, 551. 

The author classifies, describes the symptoms of, 
and outlines the treatment indicated for tumors of 
the posterior fossa of the skull. This area is of great 
interest to the surgeon because it is the site of many 
different forms of neoplasms. Some of the neoplasms 
occur exclusively in this area, and others occur there 
more often than elsewhere in the brain. 

Tumors of the posterior fossa are classified by the 
author into extracerebellar tumors, angle or recess 
tumors, and cerebellar tumors. The first include 
acoustic tumors, neurofibromata (von Reckling- 
hausen’s disease), meningiomata, and dermoids. 
Armour classes cisternal arachnoiditis as a tumor 
because it may give rise to symptoms similar to 
those produced by tumors. Tumors of the cere- 
bellum proper include medulloblastomata, astrocyto- 
mata, ependymomata, papillomata of the choroid 
plexus, epidermoids, dermoids, angiomatous forma- 
tions, hemangioblastomata, tuberculomata, metas- 
tatic carcinomata, and parasitic cysts. 

Acoustic tumors, bilateral acoustic tumors (von 
Recklinghausen’s disease) medulloblastomata, and 
astrocytomata usually present quite typical symp- 
toms and as a rule may be diagnosed without diffi- 
culty. The other tumors have no typical symptoms. 
A hemangioma may be suspected when there are 
numerous angiomatous formations in the face, neck, 
or retina. 

The article is supplemented by an extensive 
bibliography and summarizes most of the leading 
articles on the subject. Joun W. Epton, M.D. 
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Dainelli, M.: Experimental Researches on Plastic 
Repair of Defects in the Cerebral Dura Mater 
by Righetti’s Method (Ricerche sperimentale 
sulla plastica al catgut per riparare perdite di so- 
stanza della dura madre encefalica, metodo di 
Righetti). Arch. ital. di chir., &932, Xxxii, 1. 


Righetti found that the best results in the plastic 
repair of defects in the cerebral dura mater are ob- 
tained by the use of catgut. In 1912 he originated a 
method of repairing dural defects in which the area 
of the defect is covered with a reticulum of catgut in 
a way similar to the method employed by house- 
wives in darning. 

Dainelli’s research was undertaken to study the 
histo-anatomical results of this procedure. In ex- 
periments on twenty-four dogs a craniotomy was 
done, a defect made in the dura mater, and the de- 
fect repaired by Righetti’s method. The repairs 
were observed for from three to three hundred and 
thirty days after the operation. It was found that 
the repair is brought about, not by a simple cicatrix, 
but by a regenerative process of the connective and 
endothelial elements of the meninges, especially the 
pia mater, which seems to direct the process. Dur- 
ing the first twenty to thirty days, adhesions are 
formed between the meninges and the underlying 
brain, but they then recede so that by the end of 
about one hundred days after the operation the 
dural repair is complete and free from adhesions to 
the pia mater and brain. 

The method is recommended by Dainelli because 
of the simplicity of the technique and because cat- 
gut is readily available and quickly absorbed (from 
fifteen to twenty days), and its action as an irritat- 
ing foreign body is limited. 

Davin J. Impastato, M.D. 


PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve In- 
juries. Ninth Installment. Am. J. Surg., : 
Xvii, 461. 


)$2, 


In the ninth installment of this monograph on 
peripheral nerve lesions the authors discuss the 
symptoms, physiology, anatomy, and surgery o/ the 
axillary and musculocutaneous nerves. 

Isolated paralysis of the axillary nerve is rare. 


This nerve is commonly involved in lesions of the 
brachial plexus. In complete lesions of the axillary 
nerve satisfactory abduction of the arm is frequently 
rendered possible by supplementary motility. ; 

Like the axillary nerve, the musculocutaneous 
nerve is rarely injured alone and is commonly in- 
volved in brachial plexus injuries. In lesions of the 


musculocutaneous nerve all of the movements ordi- 
narily assisted by the muscles supplied by the nerve 
are permitted by supplementary motility, but they 
are reduced in strength. 

The median and musculocutaneous nerves show 


many types of anastomosis and anomalies of <istri- 
bution. The authors describe the surgical approaches 
and methods used to repair lesions of these nerves. 
In their discussion of injuries of the brachial 
plexus, the authors classify cases of such injuries 
into those which show an upper, middle, or lower 
plexus paralysis, and those which show incomplete 


paralysis of the entire brachial plexus. Since the 
complexity of the symptoms on which this simple 
classification is based is readily apparent, they have 
included in their monograph diagrammatic represen 
tations of brachial plexus lesions showing the mus- 
cles weakened or paralyzed through the agency of 
the lesions. HALE Haven, M.D 











CHEST WALL AND BREAST 


Haagensen, C. D.: Xanthoma of the Breast. Am. J. 
Cancer, 1932, XVi, 1077. 

This report is based on 3 cases of xanthoma of the 
breast which were found among approximately goo 
cases of breast tumor in which the pre-operative 
diagnosis was carcinoma. 

Xanthomata are probably not true neoplasms. 
They are associated with abnormal lipoid metabo- 
lism and occur most frequently in elderly persons 
with diseases of the liver, especially those compli- 

cated by icterus, nephritis, and diabetes. Two types 
of xanthoma must be distinguished: (1) the primary 
xanthoma, which is composed wholly of xanthoma 
cells and arises as a local manifestation of the syn- 
drome of xanthomatosis, and (2) secondary xantho- 
matous degeneration arising in neoplasms and 
inflammatory processes. In the primary xanthoma 
the typical cell is the large xanthoma or foam cell. 
The following types of primary xanthoma may oc- 
cur: (1) xanthoma palpebrarum, (2) xanthoma 
multiplex, (3) xanthoma diabeticorum, (4) Chris- 
tian's-Schueller’s disease, and (5) solitary xanthoma. 

It is important to differentiate secondary xantho- 

matous degeneration from true xanthoma. In the 
latter, only xanthoma cells are found, whereas in the 
former, tumor cells are present in addition to xan- 
thoma cells. Xanthomatous degeneration occurs in 
a wide variety of neoplasms, among which are neuro- 
fibromata and neurogenic sarcomata. It usually 
occurs in the central portion of the tumor which is 
poorly supplied with blood. The giant-cell tumors 
occurring in aponeuroses, tendon sheaths, and joint 
capsules of the extremities in which there is xan- 
thomatous degeneration are the most frequent va- 
riety of tumors containing foam cells. In addition 
to xanthomatous degeneration of neoplasms, xan- 
thomatous degeneration may occur in chronic in- 
llammation, especially chronic salpingitis and the 
walls of old abscesses. With regard to the frequency 
of xanthoma of the breast the author states that he 
has been able to find only 1 case report, that of 
Cheatle. 

Re he 3 cases reported by Haagensen were briefly as 

follows: 


Case 1. The patient was a woman seventy-four 


years of age who had had a lump in the upper inner 
portion of the left breast for five years. She also had 
diabetes. The breast tumor was treated by inter- 

stitial irradiation, and nine months later mammec- 
‘tomy was done. The tumor proved to be a true 
primary xanthoma. 

Case 2. The patient was a woman forty-one years 
of age who had had a lump in the left breast for one 
month. The clinical diagnosis was mastitis. Irradia- 
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tion was followed by extirpation of the tumor. On 
gross and microscopic examination the neoplasm was 
found to be a xanthoma. 

Case 3. The patient was a woman thirty-eight 
years old who, three months previously, had been 
subjected to mammectomy for a lump in the breast 
which had been present for approximately a year 
and a half. Treatment with radium-element packs 
was given for supraclavicular nodes and two months 
later a hard subcutaneous nodule was removed. The 
patient subsequently developed a spinal metastasis 
and died. Gross and microscopic examination of the 
nodule showed it to be a xanthoma. No carcinoma 
cells were seen. 

It was considered that in all 3 cases the xanthoma 
was primary. The first patient had both diabetes 
and nephritis, the second had nephritis, and in the 
third the finding of a xanthoma with carcinoma was 
considered to be incidental. 

Secondary xanthomatous degeneration occurs not 
infrequently in true neoplasms of the breast, espe- 
cially fibro-adenomata and carcinomata. Haagensen 
reports a case, but states that it occurs so frequently 
that no attempt has been made te determine its 
incidence. In the case reported it occurred in a 
giant-cell intracanalicular fibro-adenoma. There 
was an accompanying disturbance in the cholestrin 
metabolism due to diabetes. The author reports also 
a case of xanthomatous degeneration occurring in a 
chronic breast abscess, and a case in which it oc- 
curred in traumatic fat necrosis of the breast. 

In discussing the diagnosis of primary xanthoma, 
Haagensen says that there is no positive way in 
which a pre-operative diagnosis may be made. 
Hypercholesteremia is not always present as the 
increased cholesterol content of the blood may vary. 
In 2 of the cases reported the xanthomata were rela- 
tively radiosensitive. It is probable that the diagno- 
sis can be made only by biopsy. Frozen sections 
may be of value, although even in these it may be 
difficult to distinguish between carcinoma and the 
xanthoma cells. ALTON Ocusner, M. D. 


TRACHEA, LUNGS, AND PLEURA 


Packard, E. N.: The Present Status of 105 Patients 
Treated by Pneumothorax After From One to 
Eighteen Years’ Expansion of the Lung. J. 
Thoracic Surg., 1932, i, 581. 


The author reports regarding 105 patients treated 
by artificial pneumothorax whose lungs had been 
re-expanded for periods ranging from one to eighteen 
years. One-half of them were treated in a sanatorium 
and the other half were treated in private practice. 
Of the 81 who are still alive, 62 are working and 19 
are ‘‘curing.” 
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The following conclusions are drawn: 

1. Successful collapse of the lung with obliteration 
of the cavities will effectually heal the lung in the 
majority of cases. 

2. An effective pneumothorax of two years’ dura- 
tion with.a negative sputum of at least one years’ 
duration gives reasonable assurance that the lung 
may be re-expanded with safety. 

3. During the process of re-expansion and after- 
ward, reactivity of the disease is the exception rather 
than the rule in the cases of patients who have had 
a satisfactory collapse. 

4. Patients who have closed pulmonary cavities 
and a negative sputum and unintentionally lose 
their collapse at the end of two years or later have 
no more reason to fear re-activation of the lesion 
than those who continue the treatment for much 
longer periods. J. Danrev WILLems, M.D. 


Allen, D. S.: Bilateral Partial Thoracoplasty for 
Bilateral Pulmonary Tuberculosis. /. Thoracic 
Surg., 1932, 1, 587. 

The author briefly reviews the clinical experience 
of others with bilateral artificial pneumothorax, bi- 
lateral phrenic neurectomy, unilateral phrenic 
neurectomy combined with contralateral artificial 
pneumothorax, and combinations of these two pro- 
cedures with contralateral thoracoplasty. The 
results in the treatment of pulmonary tuberculosis 
indicate the feasibility of bilateral partial thoraco- 
plasty in cases of involvement of the upper portion 
of both lungs. 

A decrease in the vital capacity in both sides of 
the chest is tolerated as well as a decrease in the 
vital capacity in one side of the chest, provided the 
decrease in both instances is of the same volume. 
This is equivalent to saying that, theoretically, col- 
lapse of half of both lungs is as well tolerated as col- 
lapse of all of one lung. 

The author discusses three cases of bilateral par- 
tial thoracoplasty and reports one of them in detail. 
In the latter the first stage of the operation, uni- 
lateral apical partial thoracoplasty, was followed by 
such definite improvement that the second stage, 
which had been planned to follow the first stage 
after from eight to twelve weeks, was not performed 
until twenty-seven months later. After completion 
of the bilateral partial thoracoplasty, the patient 
again showed improvement and returned to his work 
ten months later. 

The author’s observations indicate that in certain 
cases of involvement of both lungs a bilateral partial 
thoracoplasty may be performed with safety and 
good results. J. DANTEL WILLEms, M.D. 


Yates, J. L.: Pulmonary Abscess. Arch. Surg., 1932, 
XXV, 257. 

The author states that the pathogenesis and effec- 
tive methods for the prevention and treatment of 
pulmonary abscess are established by recognizing 
the pulmonary structure and function peculiar to 
man and other animals with thick pleure. This dis- 


cussion is illustrated by observations on three pa 
tients with gangrenous abscesses and one patient 
with a tuberculous abscess. 

The most effective means of preventing pulmo 
nary abscess are the use of local anesthesia in the 
performance of operations on the mouth and tonsils: 
the utilization of a surgical technique that will be 
followed by minimal postoperative phlebitis: the 
earlier introduction of operative methods in the 
treatment for pulmonary tuberculosis; and_ the 
prompt bronchoscopic removal of aspirated foreign 
bodies. The author urges the use of measures that 
will permit adequate drainage as soon as posture 
alone is found to be inadequate. 

Epwarp D. Cuurcuit, \I.D, 
Allen, C. E., and Smith, F. J.: Primary Carcinoma 
of the Lung; with the Report of a Case Treated 
by Operation. Surg., Gynec. & Obst., 1932, |v, 151 

The case reported was that of a woman sixty-five 
years old. The diagnosis of primary carcinoma of the 
lung was made by bronchoscopic biopsy. Operation 
was performed in two stages. In the first stage sec 
tions were removed from the sixth to the ninth ribs 
inclusive on the right side. Ethylene and oxygen 
anesthesia was employed with positive pressure. In 
the midportion of the lower lobe, a round, firm mass 
entirely free from the adjacent lobes and diaphragm 
was felt. The formation of pleural adhesions was 
stimulated and twelve days later the thorax was 
again opened. The portion of the lobe containing the 
tumor was then removed by crushing the hilum in 
three portions and cutting with the electric cautery. 
The clamped hilum tissue was transfixed and ligated 
with catgut in three portions. Drainage of the chest 
was established by a rubber tube sealed by water 

The immediate reaction was stormy, but recover) 
was complete and the patient was discharged from 
the hospital after three months. Subsequently a 
small empyema appeared, but yielded readily to 
treatment. Two years after the operation the pa 
tient was reported to be in good health and able to 
carry on her household duties. No signs of metas- 
tases or recurrence had been observed. 

Epwarp D. Caurcuit, M.D 


HEART AND PERICARDIUM 
Bisgard, J. D.: Pyopericarditis. Am. J. Swrg., 193% 


Xvii, I. 


Numerous case reports of pyopericarditis have 
appeared in the literature and from time to time 


have been collected in statistical studies. isgaré 
has surveyed the literature from May, 1027, to May, 
1931, collecting 32 cases which bring the total num- 
ber on record up to 171. In this article he reports his 
own 2 cases in detail. 

In the total number of cases of suppurative perl 
carditis treated by conservative methods there wert 
77 early deaths (a mortality of 45 per cent and 04 
recoveries. These statistics are of course clored b} 
the tendency of surgeons to report only su: cessful) 
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treated cases. All of the reported cases are tabulated 
according to etiology and bacteriology. Cases due 
to the pneumococcus are the most prevalent, and 
those due to the streptococcus and staphylococcus 
next most common. Epwarp D. CuurcuiLt, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Eckerstroem, S.: Congenital Stenosis of the 
(Esophagus, with the Report of a Case (Etwas 
ueber kongenitale Oesophagusstenose im Anschluss 
an einen Fall). Acta paediatr., 1932, xiii, 63. 

When congenital stenosis of the cesophagus is 
complete, operation offers no hope. At the General 
Hospital in Jénképing, Sweden, no child with com- 
plete stenosis has lived longer than two weeks. 
When the stenosis is incomplete the patient can be 
kept alive, by careful attention, for a long time even 
if only fluid passes. Vinson has reported the case of 
a patient seventeen years old who lived on milk 
alone. However, such children always remain under- 
developed and do not mature sexually. 

The eight-year-old boy whose case is reported by 
the author was of the height and weight of a four- 
year-old child. In the roentgen picture the stenosis 
appeared 22 cm. below the row of teeth, between the 
bifurcation and the cardia. It was of the thickness 
ofa knitting needle and 0.5 cm. long. The segment of 
cesophagus above the stenosis was dilated to three 
times its normal size and took about one-half hour 
toempty liquid food. 

With the aid of the cesophagoscope the membra- 
nous septum was incised with the galvanocautery 
under chlorofrom anesthesia and a lumen of Char- 


tiere No. 18 caliber was made. This was gradually 
widened by dilators so that at the end of three 
months the child was able to eat all kinds of food 


without difficulty. SIEVERS (Z). 

Teperson, H. I.: The Treatment of Carcinoma of 
the @sophagus with Radon Implants. Am. J. 
Roentgenol., 1932, xxviii, 229. 

The author discusses the treatment of carcinoma 
of the cesophagus with radon implants introduced 
with an implanter which he devised. 

He states that 14 per cent of all malignancies are 
located in the oesophagus. The most common type 
of esophageal malignancy is the squamous-cell 
carcinoma. This is found four or five times more 
ltequently in men than in women. It usually occurs 
in the middle third of the oesophagus and is most 
common the fifth decade of life. As a rule it grows 
slowly and metastasizes late. The principal symp- 
‘om is interference with the passage of food and 
pain on swallowing. (sophagoscopy therefore 
usually confirms rather than makes the diagnosis. 
Surgical removal is rarely done because the lesion is 
usually discovered too late. Routine cesophagoscopy 
might increase the frequency of early diagnosis. 

Gastrostomy as a palliative measure is of value 
ouly when it is performed in the early stages of the 
disease, (Esophageal intubation with a funnel- 


shaped German silver tube may be done and the 
tube left in place permanently. Irradiation by the 
various methods described is of little value from the 
standpoint of cure. The principal methods used in 
the past were intra-cesophageal irradiation, which 
usually resulted only in palliation, and the inter- 
stitial embedding of gold or platinum removable or 
permanent capillary tubes into the mass. The 
application of an external pack to the outer surface 
of the body has been of little value. 

On the basis of Regaud’s success in irradiating 
tumors in general with small doses over a long period 
of time, irradiating all parts of the tumor equally, 
and employing crossfire, the author determined 
upon 130 mc.-hrs. of irradiation per cubic centimeter 
of tissue for complete destruction. With these 
principals in mind he designed an instrument which 
permits the homogeneous embedding of radon 
implants throughout the tumor and its base. He 
describes this instrument and the technique of 
implantation in detail. In addition to the implanta- 
tion, external high voltage roentgen-ray therapy is 
employed. A. JAMES LARKIN, M.D. 


Harrington, S. W.: An Anterior Mediastinal Fetal 
Parasite; Its Surgical Removal. Report of a 
Case. J. Thoracic Surg., 1932, i, 663. 

Teratoid growths may be found in many parts of 
the body, but are most commonly situated in the 
pelvic, abdominal, sacrococcygeal, and _ thoracic 
regions. 

The case reported by Harrington is of clinical in- 
terest because of the apparently long duration, the 
large size, and the situation of the tumor (upper 
part of the mediastinum), and the mild symptoms. 
In the removal of the tumor it was necessary to avoid 
injury of the mediastinal pleurz as there was dan- 
ger of producing empyema because the pocket of 
infected sebaceous material and hair surrounding the 
tumor was encased in a thin friable membrane which 
in many places was firmly adherent to the pleura. 
Of chief interest were the gross and histological ap- 
pearance of the tumor and the rarity with which a 
tumor of this type is found entirely within the tho- 
racic cavity. Grossly, the tumor suggested an un- 
usual type, possibly of fetal origin. Histological 
examination revealed embryonic and adult tissues 
derived from all three layers of the blastoderm. The 
arrangement of these tissues as shown by serial cross 
sections disclosed a marked degree of organoid 
structure. 

Many hypotheses have been advanced to explain 
the origin of these teratoid growths. According to 
the earlier hypotheses the growths are composed of 
tegumental structures only and are the result”of the 
inclusion of an invaginated portion of the ectoderm 
at the time of closure of the primitive thoracic wall. 
On the basis of these theories the neoplasms were 
called ‘‘dermoid tumors,’’ but in most instances this 
is a misnomer as the tumors are usually of more 
complex structure. Histological study in the case 
reported disclosed tissues derived from all of the 
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blastodermal layers arranged in such a high degree 
of organoid structure as to represent intestinal tract, 
spinal column, cleaca, and pancreas. The author 
therefore believes that the growth should be classi- 
fied as a fetal parasite. 


Vogel, K.: A Mediastinal Gravity Abscess Cured by 
Endoscopic (sophageal Incision (Durch en- 
doskopische Oesophagusspaltung geheilter media- 
stinalen Senkungsabscesz). Zischr. f. Laryngol., 
Rhinol., 1932, Xxii, 317. 

The author reports a case in which a pus-exuding 
fistula leading from the oesophagus into the posterior 
mediastinum was treated successfully by endo- 
oesophageal incision. 

This case demonstrates that infections of the pos- 
terior mediastinal space may not always be so serious 
as has been thought as even lengthy fistulous tracts 
may be emptied of most of their contents by swal- 
lowing movements, retching, hawking, and cough- 
ing and thus rendered relatively harmless. 

ALFRED PEYSER (H). 


MISCELLANEOUS 


Wangensteen, O. H.: Actinomycosis of the Thorax, 
with the Report of a Case Successfully Operated 
Upon. J. Thoracic Surg., 1932, i, 612. 

The author reports a case of extensive primary 
thoracic actinomycosis with involvement of the lung, 
pleura, chest wall, and breast in which clinical re- 
covery resulted after four operative interventions 
for the removal of diseased tissue. He concludes 
that cures will be more frequent when surgery is per- 


formed more often in the early stages of the condi- 
tion and less reliance is placed upon the adjuvant 
measures of irradiation and the internal administra- 


tion of potassium iodide. Eart O. Latimer, M.D. 


Walzel, P.: Successful Extirpation of a Large 
Dumb-bell Thoracic Lipoma in a Child Fifteen 
Months Old (Ueber eine mit Erfolg ausgefuehrte 
Iixstirpation eines grossen hantelfoermigen Thorax- 
lipoms an einem 15 Monate alten Kinde). Arch. 
f. klin. Chir., 1932, clxx, 111. 


The so-called dumb-bell or hourglass lipoma of 
the thoracic wall is a very rare and peculiar form of 
fatty tumor. While one part of the tumor usually 
develops visibly, or at least palpably, under the 
thoracic musculature, the other part grows simul- 
taneously toward the thoracic cavity, causing pro- 
trusion of the pleura, and the two parts are con- 
nected with one another by a thin pedicle penetrat- 
ing the intercostal space. These facts explain the 
name of this form of tumor. Coenen has presented 
an instructive explanation of the origin and develop- 
ment of the dumb-bell lipoma of the thorax, the con- 
ception of which was formerly very vague, and has 
collected all of the cases of these tumors which have 
been reported up to the present time. 

Because of the rarity of the tumor, the author feels 
justified in reporting a new case which he recently 


operated upon with a successful result. The opera- 
tion was performed on a child fifteen months of age 
under urgent indication. The child was the seventh 
borne by its mother and was normal at birth. It had 
been breast-fed for three months. When it was ten 
months old the mother noticed in its right axillary 
cavity a soft nodule, the size of a hazelnut, which 
grew rapidly in the subsequent weeks. The general 
condition was undisturbed. 

Examination by the author revealed, below the 
right axilla, a tumor the size of a mandarin orange, 
which was immovable and had a wide base on the 
thoracic wall. The consistency of the neoplasm was 
soft in some parts and firmer in others. Tenderness 
was not demonstrable. In the parts of the skin over 
the tumor which could be lifted up easily there were 
dilated venules. Over the right pulmonary lobes. 
extending down to the middle of the scapula, there 
was dullness and respiratory sounds were absent. 
Biopsy on a specimen removed with the aid of dia- 
thermy led to a diagnosis of lipomyxoma. 

Roentgen irradiation given six times was without 
any effect upon the further growth of the tumor, 
Repeated fluoroscopic examinations revealed merg- 
ing of the shadow of the external tumor with that of 
a tumor of almost equal size which projected into 
the interior of the thorax. Respiration became in- 
creasingly difficult and slight cyanosis developed. 
For better roentgen demonstration of the relation 
between the intrathoracic tumor and the surface of 
the lung, pneumothorax was induced. 

The operation was done under ether anwsthesia 
The sites where the biopsies had been made were 
circumcised ovally and the inner edges of the skin 
were sutured together. From the site of the circum- 
cision, upward and downward, a longitudinal in- 
cision was made over the fist-sized tumor as far as 
the thorax. After division of a few connective tissue 
septa, the entire lipomatous tumor could be brought 
up onto the chest wall. It was then found that the 
tumor in the third intercostal space was growing into 
the thorax by means of a pedicle as thick as a thumb 
Following removal of the external tumor the thorax 
was opened by resecting a piece of each of the third 
to the fifth ribs. It was then found that the costal 
pleura containing a part of the lipomatous tumor 
the size of a small fist was protruding toward the 
thoracic cavity. As the lipomatous tumor was partly 
adherent to the unusually delicate pleura, the latter 
ruptured on the attempt at mobilization. \\ith the 
pleura opened, the tumor was pulled into the wound 
and the pleural sac with the attached tumor was 
removed. Because of the large size of the tumor the 
lung was compressed almost completely. -\ second, 
sausage-shaped protrusion of the pleura, which also 
contained a fatty tumor, was found on the posterior 
aspect of the pleural dome. At this site the pulmo 
nary apex was broadly adherent. The achesion 
were sharply divided. It was necessary to divide 
also fine adhesions to the surface of the lungs, be 
tween the tumor first described and the lateral sur 
face of the lungs. The pleura was incised over the 
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sausage-shaped tumor (the size of a man’s thumb), 
and the lobulated lipomata, some of which were lo- 
cated close to the large vessels, were removed in 
sections. Positive pressure was then applied, where- 
upon the lung became greatly distended. Under 
maintenance of the positive pressure the chest wall 
was closed with very deep sutures. The muscular 
laver was Closed first and the skin sutured over it. 

‘During the first five days after the operation there 
was a fever of 38.5 degrees C. The wound healed by 
primary intention. | 

The tumor consisted of an extrathoracic and an 
intrathoracic portion, about the size of a fist which 
were united to each other by a pedicle as thick as a 
thumb. The outer portion of the tumor weighed 160 
gm. and the inner portion, 240 gm. The outer por- 
tion consisted of yellowish-white tissue which was 
arranged in large and small lobes and was infiltrated 
with blood. The cut surface showed the lobes to be 
arranged around radially directed septa of connec- 
tive tissue. The larger, inner portion of the tumor 
was covered by a piece of parietal pleura the size of 
the palm of the hand. It was light yellow and also 
showed a lobular structure, but lacked the firm con- 
sistency of the outer portion. Its lobules were small 
and tongue-shaped. The histological diagnosis was 
fibrolipoma. 

Coenen assumes that these lipomata were present 
before the completion of the thoracic skeleton and 
that their dumb-bell shape was caused by the pres- 
sure of the developing thoracic skeleton, the sub- 


muscular lipoma being constricted by the unyielding 
ribs. In Walzel’s case the roentgenological deter- 
mination of the extent to which the tumor protruded 
toward the thoracic cavity was considerably simpli- 
fied by the induction of a pneumothorax. Walzel 
believes that the operative shock, which is unavoid- 
able after a wide opening of the non-adherent pleura, 
can be diminished considerably by preliminary 
pneumothorax. 

According to the available reports in the litera- 
ture, Walzel’s patient was the youngest to be sub- 
jected to such an operation with successful results. 

LOBMAYER (Z). 


Gillespie, M.: Primary Intrathoracic Growths: A 
Clinical and Pathological Study of Cases Oc- 
curring in the Victoria Infirmary, Glasgow. 
Glasgow M.J., 1932, cxvii, 296; cxviii, 26. 

This article is based on the postmortem records of 
sixty-one cases of primary intrathoracic growths 
treated at the Victoria Infirmary, Glasgow. Of 
thirty-nine tumors classified histologically, five were 
sarcomata and thirty-two were carcinomatous. 

The author concludes that in recent years there 
has been an increase in the incidence of intrathoracic 
growths which has not been due alone to better 
diagnosis. Chronic irritation from various sources 
appears to play some part in the etiology. The 


majority of the tumors are held to originate in the 
bronchi, but a few are thought to arise from the 
alveolar epithelium. 


KpwArbD D. CHourcHILL, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Seifert, E.: Encysted Hernia (Die Hernia encystica). 

Deutsche Ztschr. f. Chir., 1932, CCxxxvi, 81. 
“encysted hernia’’ is urgently in need 
of a thorough explanation. There is both a true con- 
genital and a false cyst formation. The former is 
possible only in association with an inguinal hernia, 
while the latter is not confined to any particular 
type of hernia. 

The two forms cannot be differentiated by the 
gross anatomical structure of the wall of the sac. 
Only the tissue structure is of significance. The 
constituents of the wall of a false encysted hernia 
may be recognized by the fact that they represent 
the results of trauma, contain iron pigment from old 
hemorrhages, and show evidence of scar tissue and 
pocket formation. Such tissue changes are not 
nearly so abundant in the true encysted hernia. It 
is difficult to reach a definite decision from operative 
findings alone, at least in the case of encysted in- 
guinal hernia. In the female, however, only the false 
type is possible. 

Several cases 


Smith, A. M.: 
Hernia. Anu. 


The term 


are discussed. Drvecc (Z). 


Perimesenteric Intra-Abdominal 
Surg., 1932, XCvi, 292. 


Hernix through abnormal openings in the mes- 
Most of these 


entery of the small intestine are rare. 
anomalies are congenital. 

The weakest point in the mesentery is an area 
near the ileocecal junction which is free of fat, 


lymph nodes, and blood vessels. It is in this region 
that the openings are nearly always found. During 
the seventh week of fetal life the rapidly enlarging 
liver occupies so much space in the small abdominal 
cavity that there is insufficient room for expansion 
of the intestinal tube. In consequence, the greater 
part of the intestine is displaced from the abdominal 
cavity into the coelom within the umbilical cord, and 
when the intestines are pushed out a hole is some- 
times made in the mesentery at its weakest point. 
This is a very plausible explanation of the formation 
of most of the defects through which herniation 
occurs. However, it is probable that some of the 
defects, especially those which are slit-like and have 
ragged edges, are produced by trauma in later life. 

The author reviews thirty-six cases of perimes- 
enteric hernia and reports a case of his own. 

The condition is usually diagnosed as intestinal 
obstruction. In several of the cases reviewed, and in 
the case reported by the author a diagnosis of acute 
appendicitis was made. In none was the condition 
diagnosed correctly before operation. The mortality 
is over 50 per cent. Of thirty-one patients traced, 
sixteen died and fifteen recovered. 


The size of the opening in the cases reviewed 
varied from 34 in. to 5 in. Most of the apertures 
were circular, but a few were slit-like. Only two of 
them were apparently of recent origin. 

CHARLES F. DuBots, \M.[) 


Strémbeck, J. P.: 
Clinical Study. 
Supp. Xx. 


Mesenteric Lymphadenitis: A 
Acta chirurg. Scand., 1932, \xy, 


Clinically, primary a ae of the mesenteric 
lymph glands may be defined as a tuberculous pro 
ess localized in the lymphatic glands of the mesen 
tery which cannot be considered to have been caused 
by open pulmonary tuberculosis. Pathologic lly, it 
is an isolated tuberculosis of the mesenteri: | 2 
glands in which, at autopsy, no tuberculous changes 
can be found either in the part of the intestine corre- 
sponding to the glands or anywhere else in the body. 
While the organisms may have penetrated the mu 
cous membrane of the respiratory tract or the intes 
tinal mucosa, the point of entrance has healed with 
out visible evidence of previous disease. 

Opinions as to the incidence of the condition 
vary considerably. In 1920, Gehrels stated that in 
childhood the respiratory tract is the most common 
site of primary tuberculous infection and the inci- 
dence of primary intestinal and mesenteric !ymph- 
gland tuberculosis is from 20 to 25 per cent. 

The cause of primary tuberculosis of the mesen- 
teric lymph glands is probably the tubercle bacillus 
of the bovine type which is taken into the body with 
milk from tuberculous cows. As a marked increase 
in the incidence of the infection occurred in Germany 
during the World War, it appears that malnutrition 
reduces the resistance to the condition. ‘he swal- 
lowing of tubercle bacilli from the respiratory tract 
also predisposes to the intestinal type of the disease. 
It is probable that in most cases primary tubercu 
losis of the mesenteric lymph glands is due to the 
dissemination of tubercle bacilli through the lym- 
phatics from the intestinal mucous membrane. 

The term “‘tabes mesenterica”’ was first appl lied to 
tuberculosis of the mesenteric lymph glands by Ball 
in 1775. In many instances the condition is latent. 
In 1915, Risley found mesenteric ly mph-gland tuber- 
culosis in 65 postmortem examinations, but in none 
of the clinical records of these cases was there any 
mention of the condition. However, in some Poo 
there may be very severe pain simulating hat ol 
appendicitis, biliary colic, renal colic, or inte ae Fe 
spasm. In some cases calcification of the gl lands has 
been associated with symptoms of sciatica. When 
rupture of a broken-down gland has occurre®, symp 
toms of generalized peritonitis may be pr resent. 
Cases of thrombosis of the mesenteric vessels caused 
by tuberculous glands have been reported. Puber- 
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SURGERY OF THE ABDOMEN 


culous mesenteric glands in the upper part of the 
abdomen may produce compression of the pylorus, 
duodenum, or bile ducts. 

The findings of physical examination are usually 
few. The temperature rises intermittently and the 
tuberculin test is positive. The von Pirquet test is 
also positive except in cases with cachexia. As a 
rule a resistant mass can be palpated in the line of 
the mesentery. In 1912 Floderus reported that he 
had found such a mass in 92 of too cases. On pres- 
sure, there is tenderness over the mass, usually 
closer to the midline than McBurney’s point. X-ray 
examination often shows calcifications in the glands. 
When calcifications are not present it is impossible 
to differentiate between non-tuberculous and tuber- 
culous glands. Acute or subacute frequently recurring 
pains occur as a rule in the lower right part of the 
abdomen or the umbilical region. These are accom- 
panied sometimes by vomiting, fairly often by 
diarrhora, and not seldom by a marked rise in the 
temperature at an early stage of the illness. Regres- 
sion of the symptoms occurs in a relatively short 
time. In the great majority of cases there is tender- 
ness at the site of the tuberculous changes. How- 
ever, the tenderness is not marked and there is no 
muscular rigidity. In some cases free from other 
symptoms chronic tenderness is noted over the 
mesentery. In only from 8 to 31 per cent of the total 
number of cases are the symptoms sufliciently defi- 
nite to permit a clinical diagnosis. 

In the roentgenological diagnosis of mesenteric 
lymph-gland tuberculosis it is the glandular calcifi- 
cations that are of aid. According to the author’s 
experience, calcifications may be formed in tubercu- 


lous mesenteric glands within as short a period as one 
and one-half years. 
In the differential diagnosis, acute appendicitis 


and non-tuberculous lymph-gland enlargements 
must be considered. In the differentiation from 
acute appendicitis it must be borne in mind that in 
tuberculosis of the mesenteric lymph glands the pain 
begins in the right iliac fossa and is not severe, vomit- 
ing is less frequent, the temperature rises early, the 
general and peritoneal symptoms are not in propor- 
tion to the fever, and as a rule there is no tenderness 
in the rectum. The differentiation from non-tuber- 
culous glandular swellings is more diflicult. The 
absence of calcifications, a negative tuberculin test, 
ind the general course of the illness may be of aid. 
in umbilical colic the pains may be so severe as to 
Suggest Intussusception. In such cases the barium 
nema may be of diagnostic aid. Sometimes the 
only symptom is fever. Under such circumstances 
\yphoid may be suspected. The leucopwznia in both 
conditions is confusing, but bacteriological examina- 
ion will permit a differentiation. 

the possibility of mesenteric lymph-gland tuber- 
culosis should be considered in the cases of children 
and young adults with acute abdominal symptoms, 
ecurring umbilical colic, and persistent fever, and, 
N general, whenever tuberculous infection is sus- 
pected. Careful palpation of the abdomen and 


X-ray examination will give valuable information 
in these cases. 

When the temperature is high and there is no 
leucocytosis the prognosis is unfavorable. Accord- 
ing to the author’s statistics, the prognosis is in gen- 
eral favorable, but it must be borne in mind that 
most of the author’s patients were between the ages 
of eleven and twenty years and presented surgical 
symptoms. None of them was an infant, and only a 
few were free from abdominal symptoms. 

The treatment should be conservative. The usual 
general treatment for tuberculosis should be given. 
Operative measures are indicated chiefly for diag- 
nosis in obscure cases with severe abdominal symp- 
toms. In some cases abscessed glands with existing 
or threatening perforation have been scraped out. 
Caseous and calcified glands have been removed. 
In 2 cases ileocolostomy was done for obstruction at 
the ileocecal angle. Some surgeons have advocated 
exploratory laparotomy under irradiation with the 
ultraviolet rays. According to the author, the ab- 
dominal symptoms are of such a benign and tem- 
porary nature that the quick recovery after explora- 
tory laparotomy is explained by the character of 
the infection rather than by the operation. 

Strémbeck reviews 349 cases showing the varia- 
tions in the sy.nptoms, and supplements his article 
with a comprehensive bibliography. 

MANUEL E, LicutENSTEIN, M.D 


Rosenstein, P.: Free Omental Transplants (Zur 
freien Netztransplantation). Arch. f. klin. Chir.. 
1932, Clxix, 639. 

The author reports his experiences with free omen- 
tal transplantation and recommends the method 
which, in a period of twenty-five years, he has used 
in forty cases. The purpose of free omental trans 
plantation is to cover over serosal defects in the in- 
testine. Rosenstein has not employed it to promote 
hemostasis. 

While in the use of pedicled grafts of the omentum 
the omental flap pulls unnecessarily on the intestine 
and the intestine attempts to free itself from its 
shackles, such dangers are not associated with the 
use of free omental grafts. As free omental trans- 
plants have a tendency to shrink, it is advisable, in 
covering circular serosal defects, to use two omental 
flaps, attach each by one border to the mesentery, 
and overlap the other borders. Obviously, defects 
in the muscular layer and particularly in the mucosa 
cannot be filled by free omental transplants. Such 
defects must first be sutured. The plastic procedure 
is applicable only to serosal defects. Not only 
should the transplanted omentum be fastened at its 
borders, but its surface should be attached to the 
underlying intestine by multiple sutures. In two 
cases-—in one at autopsy after accidental death, and 
in the other at a second laparotomy—it was found 
that marked adhesions had not developed in the re- 
gion of the transplant. 

The extent to which the method can be used is 
demonstrated by the fact that in one case a flap of 
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omentum 15 cm. long and 5 cm. wide was used on a 
loop of small intestine with an excellent result. 
Essential for success is primary closure of the ab- 
dominal cavity. In order to prevent gastric and 
intestinal hemorrhages it is necessary to avoid 
using the parts of the omentum in which the larger 
vessels occur. Max Buppe (Z). 


GASTRO-INTESTINAL TRACT 


Bastos and Fernandez: The Part Played in the 
Pathogenesis of Ulcer of the Stomach by 
Stagnation of the Stomach Contents (Con- 
tribucién a la patogenia de la Ulcera gastrica. 
Papel de la estasis). Acta Soc. de cirug. de Madrid, 
1932, 1, 93- 

There is general agreement in recent years that a 
number of factors enter into the production of gastric 
ulcer, some of them exogenous, such as infections 
and intoxications, and some of them constitutional. 
It seems evident, however, that the immediate cause 
is the digestive action of the gastric juice, and that 
the old name “peptic ulcer”’ is the most descriptive. 
The histological study of ulcers and their experi- 
mental production by measures increasing the diges- 
tive activity of the juice leaves no doubt as to the 
peptic nature of the lesions. 

While it is true that some areas of the mucosa may 
be more exposed to the action of the gastric juice 
because of sluggishness of the local circulation, Hau- 
ser’s theory that ulcer is caused by necrosis from 
embolic infarct is not correct. If it were correct, 
ulcers would always have the wedge shape of an 
infarct, they would not remain limited to the mucosa 


as they are all limited at first, and microscopic ex- 
amination would show them to be necrotic. 
Microscopic examination of a recent ulcer demon- 
strates that the lesion consists simply of a mortifica- 
tion of the most superficial part of the mucosa. The 


mucosa looks as if it were coagulated. Askanazy 
called the lesion a “‘fibrinoid necrosis.” In the ma- 
jority of cases the coagulated zone has been elimi- 
nated by the time the examination is made and the 
folds of the mucous membrane look ‘‘decapitated”’; 
a certain number of the glands are sectioned at the 
neck and all at the same level. The histological pic- 
ture suggests cauterization of the surface of the mu- 
cous membrane. Only a mild caustic could produce 
such lesions limited to the most prominent parts of 
the mucous membrane. Apparently the lesions are 
caused by the hydrochloric acid of the gastric juice. 
Experiment confirms this theory. Bernard found 
that the lesions produced in the web of a frog’s foot 
by the action of gastric juice were the same as those 
produced by the action of a 3 per cent solution of 
hydrochloric acid. Matthes and Langenskidld found 
that gastric juice and an artificial caustic produced 
the same kind of lesions in the mucous membrane 
of the duodenum. Matthes discovered that when 
the mucous membrane was subjected to the action of 
strong pepsin and non-caustic acids (uric and hip- 
puric) the typical lesions were not produced. 


The lesions are surrounded by a reactive zone 
which gives them the appearance of inflammation. 
It is quite correct to call this a gastritis or duodeni- 
tis, but there is no reason to suppose that the inflam- 
mation is primary and the ulcers are caused by it. 

Kontjetzay and Puhl accepted the inflammatory 
theory on the basis of the findings of histological 
examinations of operative specimens, but operative 
specimens usually represent an advanced stage of 
ulcer in which there is no longer any trace of cauteri- 
zation and the reactive process is in full activity, 
Occasionally, however, early erosions are seen 
Buechner, who has recently written a splendid work 
in defense of the peptic genesis of ulcer, described a 
series of specimens which were absolutely conclusive. 
He found that these early clinical lesions are identi 
cal with those produced in cats by introducing into 
the stomach o.8 to 1.5 per cent solutions of hydro- 
chloric acid. 

In a recent work Puhl and Brodersen described 
experiments on fasting animals in which they pro- 
duced typical ulcers by stimulating the flow of gas 
tric juice by the sight of food, by the injection of 
histamin, and by faradization of the vagus. They 
admit that the lesions so produced could not be at 
tributed solely to inflammation. 

Even the opponents of the peptic theory recognize 
that acute ulcers are changed into chronic ulcers by 
the action of the gastric juice. As the result of such 
action the ulcer extends from the mucosa to the 
deeper tissues until a wall of cicatricial tissue is 
formed. There are all transition stages between 
superficial erosions of the mucous membrane and 
deep callous ulcers. There is no fundamental! differ- 
ence between the two types. Hauser’s distinction 
between an erosion limited to the mucous membrane 
and an ulcer extending into the submucosa is arbi- 
trary. 

There still remains the question as to why the gas 
tric juice leaves most stomachs uninjured, produces 
only superficial erosions in some, and causes deep 
callous ulcers in a few. It is evident that a normal 
gastric juice produced by normal glands will not 
cauterize a mucosa with a normal circulation. For 
the production of an ulcer either the gastric juice or 
the mucosa must be changed. 

Ulcers are more common in some parts of the 
stomach than in others. They occur frequently in 
the so-called gastric highway, which is formed by 
longitudinal folds of mucous membrane parallel 
with the lesser and greater curvatures. These folds 
are particularly exposed to the action of the gastric 
juice because they protrude into the lumen of the 
stomach. In accidental cauterization from the swal 
lowing of lye or acid they are always more scriously 
injured than other parts of the stomach. |lowever 
it has not been proved that they form a special path- 
way for the passage of the food as Ascholi claims. 
Serious objections have been raised by Elze and 
Lehmann to this mechanical theory of .\schotl with 
regard to the genesis of ulcer. Kontjetzay, Hauser, 
and Bauer think the stomach highway !s 4 zone 
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which is phylogenetically inferior, like the appen- 
dix, and that its predisposition to ulcer is similar to 
that of the appendix to inflammation. 

Various causes may contribute to making the gas- 
tric juice particularly aggressive. Its acidity may be 
increased or may be imperfectly neutralized because 
the stomach is empty. The presence of acid gastric 
iuice in fasting individuals is one of the most charac- 
teristic functional anomalies of ulcer. 

The acidity of the gastric juice may be increased 
also by stagnation of the stomach contents. Ordi- 
narily the gastric juice does not injure the mucosa 
because it does not remain in contact with it long 
enough, but if the stomach contents become stag- 
nant the mucosa is exposed to the action of the gas- 
tric juice for a much longer time and erosion results. 
In support of this theory the authors describe an 
operative specimen which showed a bilocular stom- 
ach from ulcerous midgastric stenosis. The proximal 
pouch of this stomach presented many erosions and 
ulcers of various sizes while the mucosa of the distal 
or pyloric pouch was absolutely normal. Evidently 
the stagnation in the proximal pouch caused the 
ulcers. The ulcers were more numerous and larger 
in the zone immediately adjacent to the stenosis 
than farther from it. The histological picture was 
just the same as that of an ordinary pyloric ulcer. 
Evidently therefore gastric stenosis causing stagna- 
tion of the gastric contents may cause ulcer. 

This has been proved by Sierra. In experiments 
on animals Sierra performed gastro-enterostomies 
with or without exclusion of the pylorus. Ulcers oc- 
curred only when exclusion of the pylorus was done. 
They never appeared at the anastomosis, but were 
always found on the duodenal or afferent side in the 
part of the duodenum nearest the pylorus, that is, 
where a cul-de-sac was formed as the result of the 
stenosis of the pylorus. The incidence of the lesions 
was about 30 per cent, which is much lower than that 
reported by Mann and Williamson, Winkelhauer 
and Starlinger, and Weiss and Gurriaran after more 
complex operations which deviated the juices that 
normally flow into the duodenum. Especially the 
experiments of Weiss and Gurriaran show that these 
juices protect the duodenal mucous membrane. In 
Sierra's experiments, which did not interfere with 
the flow of these juices into the duodenum, ulcers 
occurred in spite of their protective action only when 
there was a cul-de-sac with stagnation. It therefore 
appears that the ulcers were caused in some cases 
simply by a detail of technique. When the afferent 
and efferent loops were so situated that there was 
lree passage of stomach contents there were no 
ulcers. It is possible that spasm of the efferent 
mouth might cause reflux into the proximal segment. 
Schmilinsky has studied this cause of peptic ulcer in 
man, 

In a study of the production of ulcer by gastro- 
oxic serum, Balton found that ulcers resulted when 
stagnation of the stomach contents was brought 
about. When he interfered with the passage of food 


through the pylorus by introducing rubber tubes, 
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ulcers were produced. Aside from these cases in 

which passage was interfered with, ulcers occurred 
only in cases in which the acidity of the gastric juice 
was greatly increased by injections of pilocarpin. 

In further support of their theory the authors 
present figures regarding the presence of fluid and 
its acidity in the fasting stomach and in cases of 
ulcer of the lesser curvature, ulcer of the pylorus, 
and duodenal ulcer. The fasting stomach always 
contains some liquid which has a certain degree of 
acidity. The authors’ figures show that the presence 
of ulcer does not of itself cause increased secretion 
or increased acidity of the stomach contents. These 
are brought about only when the ulcer is accompa 
nied by stagnation and are much greater in cases of 
ulcer caused by a mechanical obstacle to evacuation, 
such as pyloric ulcers, than in cases of ulcer caused 
by spasm of the pylorus, such as duodenal ulcers. 

That ulcer may be the cause of stagnation has been 
proved by the experimental work of Wolkowitoch. 
However, the existence of primary spasm of the 
pylorus producing stagnation with resulting cau 
terization of the mucous membrane by the retained 
liquid has been proved beyond doubt. Carlson has 
demonstrated experimentally that stimulation of all 
of the sensory visceral nerves causes permanent con 
traction of the pylorus without the normal intervals 
of relaxation in the second period of the digestive 
cycle. The experiments of Puhl and Brodersen also 
show the ulcer-producing action of increased tonus 
of the pylorus. Weiss, Graves, and Gurriaraén also 
admit this ulcer-producing action of primary spasm 
of the pylorus. 

There are doubtless still other factors in the pro 
duction of ulcer. Bergmann holds that ulcer is a 
result of dysharmony in the syrapathetic nervous 
system. However, no conclusive evidence has been 
offered of the influence of the sympathetic nerves in 
the production of ulcer. 

Duodenal ulcers generally occur in the first por- 
tion of the duodenum, the only part in which the 
chyme remains for any considerable time. Here, 
also, there may be other factors. Westphal has 
shown that spasm of the pylorus favors the produc- 
tion of duodenal ulcer because, on account of the 
stenosis of the pylorus, the chyme is thrown against 
the wall of the duodenum in the form of a jet under 
high pressure. The impact causes a contusion of the 
wall of the bulb resulting in retention of the chyme. 
Stenosis of the second portion of the duodenum has 
the same effect. Sloan has reported sixty-four cases 
of this type, and Redon has recently called attention 
to the frequent association of duodenal ulcer with in 
complete stenosis of the duodenum. 

Stagnation is a factor also in postoperative je 
junal ulcer. When gastro-enterostomy with exclu 
sion of the pylorus was the treatment of choice, 
postoperative jejunal ulcers were very frequent. 
They are not nearly so common since gastrectomy 
has been performed more often. They are less com 
mon also when the jejunum is implanted in such a 
way as to prevent the retention of gastric contents 
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In the discussion of this report MADINAVEITIA re- 
ported two cases of marked stagnation of stomach 
contents in which there was no ulcer and cited cases 
of duodenal ulcer near the pylorus in which there was 
great retention in the stomach but no gastric ulcer. 
He stated that the relation of hyperacidity to ulcer 
is also far from settled. In Spain, hypochlorhydria 
is rare in cases of gastric ulcer, whereas in northern 
Europe—Sweden, for example—its incidence is as 
high as that of hyperchlorhydria in Spain. 

SLOCKER cited cases of stagnation without ulcer 
from spasm of the pylorus caused by cholecystitis. 
When the cholecystitis was operated upon the spasm 
stopped. 

De Marta said that the theory of Bastos and Fer- 
nandez is very similar to the theory of Aschoff, but 
pathological anatomy has not confirmed Aschoff’s 
views. There are many factors in the production of 
ulcer and the problem is by no means solved. It has 
been shown that ulcer may be associated with hyper- 
chlorhydria, hypochlorhydria, or anhydria. Her- 
nando has found increased pepsin in many cases. In 
postoperative cases neither Aschoff’s nor Bergmann’s 
theory is applicable. It is possible that in such 
cases the shock of the jet from the pylorus may be a 
factor. 

Prieto said that the most common sites of ulcer 
are the lesser curvature of the stomach and the bulb 
of the duodenum, and if stagnation were the cause 
the lesions would be more apt to be located in the 
fundus of the stomach and on the greater curvature. 
In most of his cases of gastric ulcer he has found hy- 
perchlorhydria. He believes that stagnation acts by 
producing a hyperconcentration of the gastric juice 
such as occurs after high gastro-enterostomy. He 
reported a case of gastro-enterostomy of the upper 
pouch for bilocular stomach from ulcer of the lesser 
curvature. The stomach emptied perfectly, but acid 
contents accumulated in the lower pouch and the lat- 
ter emptied by overflowing through both the stenotic 
pylorus and the mesogastric stenosis. A second ope- 
ration revealed, in addition to the original ulcer on 
the lesser curvature, an ulcer of the pylorus and an 
ulcer on the jejunal border of the gastro-enterostomy 
opening where the hyperconcentrated fluid passed 
without stagnation. There was no ulcer in the 
lower pouch where the hyperconcentrated fluid 
became stagnated. At the last Surgical Congress 
in Paris Leriche and Gosset advanced the theory 
that gastric ulcer is caused by a change in the pro- 
duction of the mucus which protects the stomach 
against acidity. They believe that stagnation may 
cause a gastritis which later brings about a meta- 
plasia of the cells producing the protective mucus. 

AupREY Goss Morcan, M.D. 


Swenson, P. C., and Hibbard, J. S.: Roentgeno- 
graphic Manifestations of Intestinal Obstruc- 
tion. Arch. Surg., 1932, xxv, 578. 

In intestinal obstruction early diagnosis is neces- 
sary if the mortality is to be lowered. The authors’ 
statistics for all cases of acute and chronic obstruc- 


tion treated during the last three years show a mor- 
tality of 41.8 per cent, but in the cases in which 
roentgenographic examination was used as an aid 
in the diagnosis the mortality was lower than the 
average. 

The authors report roentgen studies of intestinal 
obstruction which were carried out on thirteen dogs. 
Mechanical obstruction was produced in nine of the 
dogs and paralytic ileus in four. Roentgenographic 
evidence of gaseous distention of the bowel was evi- 
dent three and a half hours after acute high obstruc- 
tion and about three hours after low obstruction 
In both high and low obstruction, fluid levels were 
demonstrable from three to four hours after the 
appearance of the gas. The roentgenographic {ind- 
ings were evident before the clinical findings were 
definite. 

In an effort to determine the level of obstruction, 
a study was made of the character of roentgen 
shadows in fresh specimens of human small intes- 
tine which were distended with air. A fairly abrupt 
transition from the characteristic striated «ppear- 
ance of the jejunum to the smooth-walled ileum was 
noted. The authors conclude that this permits a 
much more exact determination of the level of 
obstruction than was thought possible heretofore. 

ROBERT ZOLLINGER, M.D. 


Vaughan, R. T., and Singer, H. A.: Perforated 
Peptic Ulcer of Meckel’s Diverticulum. 4). 
Surg., 1932, XCvi, 230. 

Meckel’s diverticulum usually resembles small 
bowel histologically, but may contain structures 
normally found elsewhere in the digestive tract. 
Elements of gastric, duodenal, colonic, and pan 
creatic character and tissue of questionable origin 
have been found within the diverticulum. (/ these 
heterotopic structures, gastric mucosa is of the 
greatest clinical importance because its secretion has 
the ability to digest the intestinal mucosa and 
muscularis and thereby lead to ulcer formation. _ 

Relatively few cases of perforated peptic ulcer ol 
Meckel’s diverticulum have been recorded. In 1913, 
Huebschmann first reported and demonstrated the 
relationship between peptic ulcer and perforation 
of Meckel’s diverticulum. Fifteen cases have been 
reported since then, but a histological examination 
was made in only ten of them. To this series the 
authors add a case of perforated ulcer in the distal 
half of the diverticulum which was operated upon 
at the Cook County Hospital, Chicago. Histological 
examination of the excised diverticulum showed the 
proximal three-fifths to be typical ileum and the 
distal two-fifths to be lined by mucosa closely re 
sembling the mucosa of the fundus of the stomach. 

SaMvuEL J. Focetsox, M.D. 


Karsner, H. T., and Clark, B., Jr.: An Analysis of 
104 Cases of Carcinoma of the Large Intestine. 
Am. J. Cancer, 1932, XVi, 933- 


The authors review 104 cases of carcinoma 0! hes 
large intestine which were admitted to the Lakesice 
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Hospital, Cleveland, during the ten-year period from 
1921 10 1931. The tissue studied was obtained by 
biopsy, operative resection, and autopsy. During 
the same period of time no cases of sarcoma were 
seen. 

The greatest number of cancers of the colon occur 
between the ages of forty-one and sixty years. Can- 
cer of the colon develops at a somewhat earlier age 
than cancer of the rectum and at a somewhat earlier 
age in females than in males. It is probable that 
cancer of the rectum also occurs earlier in females 
than males. Carcinoma is far more frequent in the 
large bowel than in the small bowel. Of the 104 can- 
cers of the large bowel reviewed by the authors, 52 
were cancers of the colon and 52 cancers of the rec- 
tum. The flexures of the colon are favorable sites 
for the development of cancer. The splenic flexure is 
the third most common site of cancer. With the ex- 
ception of the sigmoid flexure, the parts of the large 
intestine most frequently involved are the cecum, 
transverse colon, and sigmoid. 

Cancer occurs in the rectum about as frequently 
as in the colon. 

If multiple malignant changes in polyposis are 
excluded, multiple cancers of the large intestine are 
uncommon. In the cases reviewed by the authors 
there were no multiple tumors. 

According to their gross appearance, cancers of 
the large intestine may be classified as: (1) project- 
ing or polypoid, (2) infiltrating and ulcerative, and 

3) stenosing. All microscopic studies indicate that 
cancers of the large intestine originate in crypt cells. 
These cells normally produce mucin and are often 
of the goblet type. When they become the compo- 
nents of cancer, they may or may not secrete mucin. 
Tumors producing large amounts of mucin are often 
referred to as ‘colloid cancers,” but the name 
“mucinous cancers” is to be preferred. Most mu- 
cinous cancers are of low malignancy. In the opin- 
ion of the authors, mucin production is an incident 
in tumor development. 

Although cancers of the colon may extend longi- 

tudinally, they often extend laterally in the gut wall. 
\bout 25 per cent of all types are in some degree 
annular. Obstruction is a feature of protruding or 
stenotic cancers and is not necessarily related to 
annular spread of the growth. Cancers of the large 
intestine may extend locally and metastasize to re- 
gional lymph nodes and distant points. Local ex- 
tension along the gut wall is rare. 
Adenomatous polyps frequently become malig- 
hant. It is not established that all cancers of the 
large intestine originate in polyps, but it seems prob- 
able that about 40 per cent have such an origin. 
While the presence of marginal adenomatous polyps 
may be a phenomenon of irritation, it does not con- 
i proof that the cancer had its origin in the 
polyps. 

Grading on the basis of microscopic criteria indi- 
cates that as anaplasia increases in rectal cancers, 
the age incidence, duration of symptoms, and length 
of life decrease. Of the cancers reviewed by the au- 
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thors, those occurring in the colon were of a higher 
grade than those occurring in the rectum. 

Pain is a frequent initial symptom, especially in 
cancer of the rectum and sigmoid. Constipation is 
more common in cancer of the left half of the large 
intestine than in cancer of the right half. It is espe 
cially common in cases of cancer of the flexures and 
the ascending colon. Vomiting is frequent in cases 
of cancer of the splenic and hepatic flexures. Diar- 
rhoea is most often associated with cancer of the 
rectum. Blood in the stools is most common in rec- 
tal cancer and less common the higher the location 
of the growth in the colon. Obstruction occurs most 
often in cancer of the splenic flexure and next most 
often in cancer of the hepatic tlexure. Anwmia is 
more severe in cancer of the right half of the colon 
than in cancer of the left half. 

Joun W. Nuzum, M.D. 


Loehr: The Etiology of Appendicitis (\ctiologie der 
\ppendicitis). Zentralbl. f. Chir., 1932, p. 1109. 

The author reports on the bacteriological find 
ings of a three-year investigation of the flora of 
the appendix which he carried out with Rassfeld. 
The gram-positive bacilli, which were observed by 
Aschoff in 1908 and, with diplococci, were believed 
by him to be causes of appendicitis, were demon- 
strated by Loehr and Rassfeld, in a very thorough 
investigation, to be actinomyces of extremely vari- 
able types. While we cannot conclude from this 
that the actinomyces are of significance in the patho- 
genesis of appendicitis, these organisms are of inter 
est because they are found predominating and in 
large numbers in the contents of gangrenous ap- 
pendices. They also take part in the formation of 
fecaliths, in which they are extremely numerous and 
often present in pure culture. As the culturing of 
these actinomyces requires a very long time even on 
the most favorable culture media, the presence of 
the organisms in large numbers and sometimes in 
pure culture in the gangrenous appendix shows that 
in such cases the appendix has lost its function 
for a long time. In these functionally degenerated 
appendices there is not only a great increase of 
actinomyces, but also an exceedingly frequent for- 
mation of fecaliths. Gangrenous appendices are 
predominantly those with fiecaliths causing central 
occlusion or occlusion behind kinks. The author 
believes that after complete occlusion of the appen- 
dix gangrene may occur very quickly. This is evi- 
dent from case histories. Therefore, cases of gan- 
grene are entirely different in their pathogenesis 
from cases of acute inflammation of the appendix. 
Gangrenous appendices are chiefly appendices that 
have gone through a number of attacks of appen- 
dicitis. 

Recently Aschoff designated the intestinal strepto- 
cocci (enterococci) as the excitants of appendicitis 
instead of the gram-positive bacilli (actinomyces). 
The most varying types of enterococci have been 
grouped under this collective name (according to 
Gundel). Even though Loehr. and Rassfeld also 































































































































































20 INTERNATIONAL ABSTRACT OF SURGERY 


found the enterococci in a high percentage of cases 
together with other types of bacteria, they do not 
agree with the new theory of Aschoff, since in not a 
small percentage of cases they obtained on culture, 
in addition to these enterococci, types of streptococci 
with a known pathogenicity which could not be classi- 
fied under the collective term “‘enterococci”’ or ‘‘in- 
testinal streptococci.” The elective phagocytosis 
suggested by Aschoff as a criterion for the patho- 
genicity of the enterococci is not recognized by Loehr 
and Rassfeld because other bacteria which were not 
enterococci were found phagocytosed by Aschoff 
and by them. 

Surgeons are also opposed to the belief of Aschoff 
that in appendicitis without symptoms indicating a 
previous attack operation should be delayed twenty- 
four hours because it will then be possible to tell 
whether the process is receding or progressing. 
Operation should be performed immediately in 
every recognized case of appendicitis, as even in the 
most severe cases the history is often remarkably 
brief and in many instances symptoms pointing to 
a previous appendicitis cannot be found. There- 
fore the surgeon must still, as before, operate on 
appendicitis as early as possible, as the anamnesis 
and often even the objective findings and general 
clinical picture are frequently in marked contrast 
to the severity of the process encountered at opera- 
tion. Lorne (Z). 


Volvulus of the Transverse Colon 
Acta chirurg. 


Kallio, K. E.: 
(Ueber Volvulus coli transversum). 
Scand., 1932, 1xx, 39. 

The author has collected 16 cases of volvulus of 
the transverse colon from the literature. To these he 
adds 2 cases which were found among the 337 cases 
of intestinal obstruction treated at the Abo District 
Hospital, Finland, in the period from 1915 to 1929. 

A brief review of studies of the anatomy of the 
large intestine, and especially of the transverse colon, 
which have been made in Finland and other coun- 
tries is followed by a discussion of the importance of 
certain anatomical and pathologico-anatomical rela- 
tionships in the etiology of volvulus of the trans- 
verse colon. 

Kallio believes that the transverse colon under- 
goes volvulus more easily the more closely it resem- 
bles the sigmoid flexure in shape and fixation, that is, 
the nearer its points of fixation are to each other. In 
the asthenic habitus the base of the transverse colon 
is narrow. The ends of this portion of the intestine 
may be drawn closer together also by cicatrices in 
the mesocolon and may approach each other rela- 
tively when the transverse colon is distended by the 
severe obstipation and meteorism which are common 
in these patients, especially in the transverse colon. 

As in 3 of the cases reviewed there was also an 
obstruction in the sigmoid flexure, the author be- 
lieves that in these cases the volvulus of the trans- 
verse colon was secondary to the obstruction which 
occurred lower and increased the gas pressure. 
These cases support the theory of Tiisala that in cer- 


tain local anatomical conditions the gas pressure in 
the colon is the chief factor in the mechanism of ip- 
testinal occlusion due to volvulus of the transverse 
colon. 


Miles, W. E.: Anorectal Fistula. Proc. Roy. So 
Med., Lond., 1932, xxv, 1649. 


Fistulous communications about the anus usually 
referred to as “‘fistulw-in-ano”’ are better desicnated 
‘“‘anorectal fistule.’”? The latter term indicates jn- 
volvement of not only the anus but also the anal 
canal and rectum. Not all surface apertures of the 
perineum are anorectal fistulae. Openings on the an- 
terior portion of the perineum, especially those near 
the midline, may be urethral fistulae. Those on the 
lateral portion of the perineum more than 2 in. from 
the anus on the transverse anal line are probably 
pelvirectal abscess fistule. Pelvirectal abscesses are 
the result of suppuration originating in the para- 
metrium, the base of the bladder, the prostate, or 
the seminal vesicles and occupy the superior pel- 
virectal space of Richet. As the pus is prevented 
from being discharged into the rectum by the fascia 
propria of the rectum which shuts off the pelvirectal 
space from the pararectal space, it extends through 
the levatores ani and invades the ischiorectal fossa, 
ultimately finding an exit through an opening on the 
skin surface. A surface opening situated on the pos- 
terior part of the perineum in the midline between 
the tip of the coccyx and the anal margin may com- 
municate with a suppurating dermoid. (penings 
situated laterally and about 1 in. from the coccyx 
represent presacral abscesses resulting from infected 
presacral lymph glands. A surface opening situated 
close to the midline at the level of the upper end of 
the internatal cleft indicates the presence of a sacro- 
coccygeal sinus. In the region of the tuberosity of 
the ischium, the sacrum, or the coccyx there may be 
sinuses leading down to carious bone. Apertures 
other than these are anorectal fistule. 

Anorectal fistule may result from penctrating 
wounds from the skin into the rectum or anal canal, 
penetrating wounds from the rectum into the peri- 
rectal space, or the perforation of a carcinomatous 
growth or ulcer. All others are preceded by an ab- 
scess due to infection conveyed chiefly by way of the 
lymphatics. The infection may arise in a thrombosed 
internal pile, blood extravasated from a ruptured 
vein in the submucosa, a fissure at the anal margin, 
a torn-down anal valve, the lacerated pedicle of a 
polyp, an ulcerated surface in the sinus of Morgagnl, 
or a puncture or laceration of the mucosa by a lor- 
eign body. Occasionally it is a metastatic iniection 
carried by way of the blood stream. 

Miles classifies anorectal fistule as follo 

1. Subcutaneous: (a) blind external, () blind 
internal, (c) complete. 

2. Submucous: (a) blind external, (b 
ternal, (c) complete, (d) bilateral. 

3. Intermuscular, blind internal. eas 

4. Pararectal: (a) blind internal, (b) complete, \¢ 
bilateral. 
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<, Subsphincteric: (a) blind internal, (b) com- 
plete, (c) bilateral (anterior horseshoe). 

6. Ischiorectal: (a) blind external, (b) blind in- 
ternal, (c) complete, (d) bilateral (posterior horse- 
shoe). 

A complete anorectal fistula presents four features 
of interest: (1) the external opening, (2) the internal 
opening, (3) the main track, and (4) the offshoots 
from the main track. 

The external opening presents characteristics 
which are of importance in determining the type of 
the fistula. A small and contracted opening within 
an inch of the anal verge is probably that of a sub- 
cutaneous fistula. A large irregular opening with 
undermined edges probably indicates a tuberculous 
condition, especially if the surrounding tissues are 
reddish purple. An opening surmounted by a tuft of 
granulation tissue indicates a deep fistula such as an 
ischiorectal or pararecral fistula. An opening within 
4 in. of the anal verge is usually of the submucous 
type. The presence of several external openings is 
an indication of the presence of offshoots from the 
main track of a deep fistula such as an ischiorectal or 
pararectal fistula. 

The internal opening is always located in the in- 
terior of the bowel and is due to perforation of the 
mucous coat. It is usually small and round, but when 
it is due to the tearing off of a polyp, the laceration 
of a crypt, or tearing by a foreign body it may be 
irregular. A very large opening is usually due to 
tuberculosis. The opening of a pararectal fistula is 
usually located at the level of the levatores ani at a 
distance of 2 or 3 in. above the anal margin. A sub- 
mucous fistula is usually at the level of Hilton’s 
white line. A subsphincteric fistula is always situated 
in the anal canal at the level of the valves of Mor- 
gagni in either the right anterior quadrant, the left 
anterior quadrant, or the posterior midline. The 
opening of an ischiorectal fistula is always in the 
posterior midline between the sphincters. In sub- 
sphincteric and ischiorectal fistula, which constitute 
less than 30 per cent of all anorectal fistula, the loca- 
tion of the internal opening may be found by bear- 
ing in mind the rules of Goodsall which are as 
follows: 

1. If the primary external opening is situated from 
ito 14 in. from the anal margin and either anterior 
to, or on, the transverse line, the internal opening 
will be found opposite the interval between the 
sphincters in the same radial line as the external 
opening, and the main track will be straight. 

_ 2. If the external opening is a similar distance 
irom the anal margin but posterior to the line, the in- 
ternal opening will be found in the posterior midline, 
opposite the interval between the sphincters, and the 
main track will have a curved course. 

3- If the external opening is at a greater distance 
than 12 in. from the anal margin, either anterior or 
posterior to the line, the internal opening will always 
ve found in the posterior midline, opposite the in- 
terval between the sphincters, and the main track 
will have a curved course. 


The main track extends from the internal opening 
to the primary external opening, and may have a 
straight, curved, or tortuous course. The exact 
position of the main track of a fistula in regard to the 
muscular apparatus controlling the outlet of the rec- 
tum is of the utmost importance from the standpoint 
of surgical treatment. Failure to recognize the fact 
that not all anorectal fistula are of the same type is 
responsible for the disastrous consequences some- 
times resulting from operative treatment. 

Offshoots or extensions from the main track occur 
whenever there is a free discharge of pus from the 
internal opening or the primary external opening. 
They are not necessarily confined to the same ana- 
tomical locality. The secondary tracks connected 
with an ischiorectal fistula, for example, may be 
located entirely in the subcutaneous tissue. As the 
lymphatics on both sides are symmetrically disposed, 
an offshoot from a unilateral fistula, which extends 
across the middle line to the other side follows a 
course exactly similar to that taken by the main 
track of the original fistula. The extension simulates 
the disposition of the original fistula, terminates in 
an external opening in a position corresponding to 
that occupied by the primary opening, and gives 
rise to offshoots following a course similar to that 
taken by the offshoots from the original main track. 
The fistula which most often extends to the opposite 
side is of the ischiorectal type, but fistule of the 
submucous type may also extend in this way. 

Whenever a fistulous communication with the in- 
terior of the anal canal or rectum has been estab- 
lished, spontaneous cure seldom results. Therefore 
the treatment of anorectal fistulae is usually opera- 
tive although under certain circumstances palliative 
measures may be employed. Palliative treatment 
rarely effects a permanent cure, but should always 
be adopted in cases in which the constitutional con- 
dition contra-indicates operative interference. The 
use of warm sitz baths and the application of fomen- 
tations to the perineum are advisable. Daily evacua- 
tion of the bowels should be insured by the adminis- 
tration of mild aperients, but strong purgatives 
should be avoided as violent peristalsis may force 
liquid feces into the internal opening and set up 
active suppuration to the main track. 

The principle underlying the surgical treatment 
of a fistula is opening of the main track from end to 
end, together with all of the offshoots. It is possible 
to efface all fistule in this way, but whether a satis- 
factory result is obtained or net depends upon the 
damage that may have been inflicted on the mus 
cular apparatus controlling the anal outlet. Al- 
though the majority of anorectal fistule communi- 
cate with the interior of the bowel by an internal 
opening, in only a small percentage of them is the 
muscular coat penetrated by the main track. In the 
latter, the laying open of the main track from end to 
end results in serious impairment of the muscular 
control of the anus. 

While loss of control after fistula operations is 
generally attributed to division of the internal 
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sphincter, Miles has not found it to occur even after 
complete division of the muscle in the laying open 
of the main track of an intermuscular fistula. By 
some, division of the external sphincter is believed 
to be responsible, but these surgeons evidently over- 
look the fact that in operations for fissure the ex- 
ternal sphincter is generally divided completely with- 
out ill effect. 

The position of the internal opening of a fistula is 
of very little consequence in determining the nature 
of the operation to be performed, but the anatomical 
situation of the main track in its relation to the mus- 
culature of the anal outlet is of the greatest impor- 
tance. In the operative treatment of a fistula it must 
be borne in mind that the square area of the surface 
wound should be made at least twice as large as the 
square area of the rest of the wound. The most satis- 
factory way of increasing the surface area of a linear 
wound consists in making incisions through the skin 
and subcutaneous tissue at right angles to the line of 
the main incision. The surface area of a wound may 
be increased also by removing healthy skin around 
the wound made by laying open the main track of 
the fistula and the offshoots from it. 

Of great importance in the results of operation is 
the after-treatment of a fistula wound. The primary 
object to be obtained is healing of the operative 
wound progressively from its deepest part through- 
out its entire extent. When the wound is superficial 
no difficulty is encountered in this respect as the 
healing process proceeds without interruption until 
the granulation tissue becomes level with the sur- 
rounding skin and the surface is completely covered 
by epithelium. In cases in which the main track lies 
at a considerable depth and pursues a curved course 
the surfaces of the more superficial parts of the 
wound are apt to come into contact with one another 
and adhere unless they are kept apart. As a result, 
the deepest part of the wound may escape oblitera- 
tion and the main track of the fistula may be re- 
established by a bridging process. In order to pre- 
vent bridging the surfaces of the superficial portions 
of the wound should be kept apart by interposing a 
thin layer of cotton wool or a strip of gauze between 
them. On no account should the wound be tightly 
packed. Tight packing may be done only immedi- 
ately after completion of the operation—never later. 
It impedes the healing process and prevents the 
formation of granulation tissue so that the wound 
ultimately heals with a depressed scar which, espe- 
cially when it traverses the anal orifice, is one of the 
most common causes of impairment of control after 
operations for anorectal fistula. 

A fistula wound which is healing normally is prac- 
tically free from suppuration. Pus welling up in the 
wound is an indication of bridging, the presence of an 
offshoot that escaped detection during the operation, 
or the formation of an offshoot subsequent to the 
operation as the result of the breaking down of in- 
fected tissue. Therefore whenever an excess of pus 
is found the wound should be carefully explored with 
a probe in order that the cause of the suppuration 


may be ascertained and dealt with by a secondary 
operation without delay. 

Miles discusses the essential details in the treat. 
ment of each type of anorectal fistula. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Buettner, G.: Further Contributions to the Diag- 
nosis and Surgical Pathology of the Ligamen- 
tum Teres Hepatis. Singultus as a Symptum of 
the Ligamentum Teres (Weitere Beitra zur 
Diagnostik und chirurgischen Pathologie des »\a\yel- 
baendersystems. Der Singultus als Ligamentum 
teres-Symptom). Beitr. s. klin. Chir., 1932, cliv. 603 

Starting with the studies of Schmieden and ! viper 
on the pathology of the ligamentum teres hepatis. 
the author has attempted to make a clinica! diag 
nosis of diseases of this ligament. He was led tv make 
this attempt by a case of gastric ulcer which had 
perforated into the ligamentum teres. In addition to 
the ulcer symptoms in this case the following symp- 
tom triad was present: (1) pain extending downward 
into the umbilicus, (2) substernal burning (heart 
burn) with the eructation of watery mucus. and (3) 
singultus. 

On the basis of these symptoms, and particularly 
mild singultus, Buettner made a diagnosis of trac- 
tion in the epigastrium from tension of the ligamen- 
tum teres in seven cases. In all, his diagnosis was 
confirmed at operation. In one of the cases the trac- 
tion on the liver was due, not to a taut ligamentum 
teres, but to a tense omental band which pulled on 
the gall bladder. Of the six other cases, four were 
cases of supra-umbilical epigastric hernia in which 
the fatty coat of the ligamentum teres was caught in 
the hernial sac. In one of the two remaining cases 
the ligamentum teres was shortened. In the other, 
the falciform ligament was adherent to the abdomi- 
nal wall and after its division the liver rose several 
centimeters. 

Following operative release of the traction in the 
upper abdomen all of the patients were relieved of 
their symptoms. In the last case, which was particu 
larly conclusive, cardiospasm had been demunstrated 
roentgenologically. The findings supported the au 
thor’s theory that an essential and probably the pri 
mary part of the singultus double reflex has ‘ts origin 
in irritation of the vagus which supplies also the car- 
diac and cesophageal musculature. In the a}sence ol 
anastomoses between the vagus and phrenic nerve 
a central reflex arc must be assumed. The observa 
tion cited shows that a so-called gastric neurosis ma) 
be not only simulated, but also initiated by traction 
in the epigastrium. es 

In conclusion Buettner says that the origin ol 
obscure epigastric symptoms in abnorma! tension 0! 
the ligamentum teres may be recognized \ith con 
siderable certainty and the symptoms may be 
relieved by operative release of the tractic! ‘ 

BUETINER (4). 
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Chabrol, E., Brocq, P., and Porin, J.: The Indica- 
tions for Cholecystostomy in Jaundice of In- 
fectious Origin (Les enseignements de la cholé- 
cystostomie dans les ictéres infectieux). Presse 
méd., Par., 1932, xl, 1053. 


Surgeons have found that in certain cases of sup- 
posed catarrhal jaundice operated upon to eliminate 
the possibility of obstruction by stone or pancreatic 
compression, relief of the jaundice has followed 
promptly after drainage of the gall bladder when no 
definite findings were made at the operation. 

The authors believe that this supposed catarrhal 
jaundice masks an anaérobic infection. In support 
of this theory they cite a case of severe jaundice 
with enlargement of the liver and slight fever in 
which a biopsy section of the liver was taken and a 
physiochemical study of the bile was made. The 
patient was a woman forty-five years old. Labora- 
tory tests had ruled out typhoid and paratyphoid. 
The cholecystostomy was done on the fiftieth day of 
the jaundice. The operative findings were negative, 
but from the very black bile draining from the gall 
bladder an unidentified anaérobe was cultured. 
Microscopic examination of the biopsy specimen 
from the liver revealed an interstitial hepatitis with 
large Kupffer cells and some hypertrophy in the 
center of the hepatic lobules which was purely par- 
enchymatous. 

In the authors’ opinion such acute so-called ca- 
tarrhal jaundice begins with a choledochitis, and the 
enlargement of the liver is secondary to the mechani- 
cal obstruction in the common duct. In experiments 
on animals they found that a pressure of from 18 to 
23cm. of water in the common duct is sufficient to 
cause the reflux of bile into the circulation. They 
therefore suggest that spasm and contraction of the 
sphincter of Oddi might cause such a reflux under 
the reflex action of a fissure of the ampulla of Vater 
or pancreatitis. Drainage of the gall bladder is fol- 
lowed by rapid cure because it relieves the pressure 
and drains the infection. KELLOGG SprED, M.D. 


Blond, K.: Changes in Teaching as to the Function 
of the Bile Ducts (Wandlungen in der Lehre von 
der Funktion der Gallenwege). Arch. f. klin. Chir., 
1932, Clxx, 597. 

Blond first discusses the problems of the physiol- 
ogy and pathology of the gall bladder and the bile 
ducts. He reviews the various prevailing theories 
regarding the function of the gall bladder and points 
out the numerous contradictions in the observations 
and their interpretations. He states that the kernel 
of the entire problem lies in the question as to 
whether the cystic duct may be considered simulta- 
neously an afferent and efferent channel to the gall 
bladder. No other duct is known in biology, in 
which a fluid stream may flow physiologically in 
both directions. Physiology has not as yet been 
able to answer positively when the bile flows into 
the gall bladder and when it flows out. 

In the second part of his article Blond discusses 


the several methods of studying the physiology of 
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the bile ducts. Much which has been accepted as 
proved is now no longer tenable, and many conclu- 
sions which have been drawn have been contra- 
dicted. Cholecystography has also led to many 
erroneous conceptions as to the physiology of the 
bile ducts. Therefore our present knowledge of the 
function of the bile ducts may by no means be con- 
sidered complete. Bove (Z). 


Peracchia, G.: Internal Biliary Fistulze (Tistole 
biliari interne). Arch. ital. di chir., 1932, Xxxii, 97. 


In experiments on dogs the author was able, by 
means of a modified Murphy button, to produce in- 
ternal biliary fistula from 2 to 3 mm. in diameter be- 
tween the gall bladder and the stomach, small intes- 
tine, and colon. He found that fistula between the 
gall bladder and the stomach, duodenum, or jejunum 
remained patent only if there was complete occlusion 
of the common duct, whereas fistule between the 
gall bladder and ileum or colon remained patent 
whether the common duct was occluded or not. 
Following the formation of a cholecystogastric fis- 
tula no change was found in the gastric juice from 
six to twelve months later. 

In the cases of dogs with cholecystogastric fistulx 
examination of the blood showed only a mild leuco- 
cytosis, whereas in the cases of dogs with fistulw be- 
tween the gall bladder and intestines it revealed a 
pronounced increase in the leucocytes and a decrease 
in the erythrocytes and hemoglobin. The decrease 
was most marked in the dogs with fistule between 
the gall bladder and the ileum or colon. 

In all of the animals with fistule between the gall 
bladder and the gastro-intestinal tract the irritative 
and inflammatory changes in the anastomoses which 
were previously described by Marinelli, Forni, 
Agrifoglio, and others were noted. The lower the 
fistula in the gastro-intestinal tract the more severe 
were the changes. Many of the dogs with fistulae 
between the gall bladder and ileum or colon died. 

In all of the animals with occlusion of the common 
duct associated with an internal biliary fistula there 
was a constant dilatation of the extrahepatic bile 
ducts, whereas the gall bladder retained its normal 
shape or became decreased in size. 

In the dogs with cholecystogastric fistule histo- 
logical examination disclosed minimal lesions in the 
gall bladder and minimal or no lesions in the liver. 

The cellular changes were more marked the lower 
the anastomosis was made in the intestinal tract. 

In the cases of dogs with fistulae between the gall 
bladder and intestines, continuous infection of the 
gall bladder, extrahepatic ducts, and parenchyma 
of the liver frequently caused early death. 

PETER A. Rost, M.D. 


David, V. C.: Carcinoma of the Hepatic Duct. Ann. 
Surg., 1932, xcvi, 381. 

The author reports two cases of carcinoma of the 
hepatic duct. In both, the presence of stones in the 
common duct was suggested by severe colicky pain 
and intermittent jaundice. At operation, stones 
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were found in the gall bladder in one case, but not in 
the other. In neither case were there stones in the 
common duct, but in both there was white bile. The 
carcinoma of the hepatic duct was manifested by a 
relatively small hard fibrous mass which was diag- 
nosed clinically as scar tissue from long-standing in- 
flammation. In both cases there were postoperative 
hemorrhages and in one case these were fatal. 
STANLEY H. MENTzER, M.D. 


De Takats, G., and Mackenzie, W. D.: Acute Pan- 
creatic Necrosis and Its Sequelz. Ann. Surg., 
1932, XCV1, 415. 

The authors report a study of twenty-two cases of 
acute pancreatic necrosis and eight cases of sequel 
of that condition which were operated upon during a 
ten-year period by nine surgeons. 

Half of the patients were between forty and sixty 
years of age and eighteen were females. 

In nineteen cases there had been recurrent attacks 
of pain in the upper part of the abdomen or the right 
hypochondrium. The pain of acute pancreatic nec- 
rosis is excruciating. In twelve cases there was 
jaundice. Muscle rigidity does not belong to the 
typical picture of the acute condition; it usually in- 
dicates purulent peritonitis. The erythrocyte count 
is often above the normal because of dehydration or 
shock. The leucocyte count varies greatly. The 


blood sugar and non-protein nitrogen are usually 
high. The determination of urinary diastase is prob- 
ably the best laboratory diagnostic test for if it is 
negative within from twenty-four to thirty-six hours 
after the onset of symptoms, pancreatic disease is 
excluded. X-ray examination aids in excluding gas- 


tric and duodenal perforations and intestinal ob 
struction. 

In none of the twenty-two cases of acute pan- 
creatic necrosis reviewed was the diagnosis 1 
before operation. In fifteen, the condition was diag- 
nosed as acute cholecystitis or common duct stone, 
In three of the eight cases of sequele of acute pa 
creatic necrosis a correct diagnosis was made by 
use of a barium meal. 

With regard to the time at which operation should 
be done the authors suggest the following rules 

1. Never operate upon a patient in the initial 
shock. 

2. If all diagnostic measures point to pancreatic 
necrosis, delay is permissible until abscesses localize 
or cysts or gangrenous parts must be removed. 

3. If the diagnosis is uncertain, early operation 
should be performed because of the danger o! over 
looking intestinal perforation. 

4. If the attack is mild, wait for recovery and 
then operate for biliary tract infection. 

The first object of surgical interference is drainage 
of the infected biliary tract. This is done most 
easily and quickly by cholecystostomy. ‘he less 
surgery that is performed the better, but drainage of 
the omental bursa or the capsule of the pancreas is 
often of value. Drainage of the peritoneal cavity is 
of no benefit. 

In the twenty-two cases of acute pancreatic nec- 
rosis reviewed the mortality was 36.6 per cent. In 
the eight cases of late sequele there were three 
deaths. Late sequel:e are usually related to the bili- 
ary tract, but include sequestration of gangrenous 
pancreatic tissue. STANLEY H. Mentzer, M.D. 
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UTERUS 


Gruenstein, J.: The Spread of Tuberculosis in the 
Uterus (Beitraege zur Frage der Ausbreitung der 
Tuberkulose im Uterus). Zéschr. f. Geburtsh. w. 
Gynaek., 1932, Cii, 128. 

After a brief discussion of the various possibilities 

in the spread of tuberculosis in the uterus, the au- 
thor reports a case of tuberculosis of the portio. The 
patient was a woman thirty-four years of age who 
had always been healthy, had menstruated regu- 
larly, and had never been pregnant. When a period 
was missed she assumed that she was pregnant. 
Eight days before she consulted the author she had 
had a yellowish discharge. On examination, a nodu- 
lar, crater-like, bloody mass was found on the portio 
carcinoma?). Biopsy revealed a glandular erosion 
and epithelioid tubercles with giant cells. A total 
extirpation was performed with preservation of the 
left adnexa. Microscopical examination showed no 
tubercles in the corpus and no signs of further spread 
of the.tuberculosis of the uterus. Clinically, there 
were no other signs of tuberculosis. 

In another case the question of transition of tuber- 
culosis of the portio into carcinoma was brought up 
compare transition of lupus into carcinoma). About 
half a year previous to the patient’s admission to the 
hospital, tuberculosis was found during an explora- 
tory curettage. The author discovered a cauliflower 
carcinoma of the portio. 

In conclusion Gruenstein reports a case of tuber- 
culosis of the uterus in which the mucous membrane 
became atrophic following irradiation and the tuber- 
cles then remained only in the muscularis. 

Hans O. NEUMANN (G). 


Bernard, R.: Fibromata and the X-Rays. Some 
Cases of Radiotherapy for Pelvic Tumors In- 
correctly Diagnosed as Fibromata (Fibromes et 
rayons X; quelques cas malheureux de radiotherapie 
sur les tumeurs pelviennes prises 4 tort pour des 
ibromes). Bull. Soc. d’obst. et de gynéc. de Par., 
1932, XXi, 394. 

Che author reports seven cases in which a pelvic 
\umor thought erroneously to be a fibroma was 
treated with the roentgen rays. In the first case the 
neoplasm was a unilocular cyst; in the second and 
third cases, an encysted hematocele; in the fourth 
and fifth cases, a cancer of the body of the uterus; 
and in the sixth case, a degenerated dermoid cyst. 
In the seventh case there was a fibroma with two 
‘ysts, one of which showed cancerous changes. 

The consequences of roentgen irradiation of tu- 
nors diagnosed incorrectly as uterine fibromata are: 


1. Loss of time. In cases of malignancy, this is 
Serious, 


2. The production of the artificial menopause in a 
benign condition. 

3. The formation of adhesions which increase the 
risk of subsequent operation. 

4. The possibility of causing malignant change in 
benign ovarian tumors. 

The author emphasizes that when the diagnosis is 
doubtful surgery is the treatment of choice. The 
diagnosis is aided by the use of lipiodol. If a tumor 
thought to be a fibroid has not decreased in size after 
the third or fourth treatment, the irradiation should 
be stopped. James B. Mason, M.D. 


Adler, L.: The Treatment of Cervical Cancer by 
Operation and Irradiation (Die Behandlung des 
Collumcarcinoms mit Operation und Bestrahlung). 
Wien. klin. Wehnschr., 1932, i, 289. 

As a representative of the Schauta school, which 
systematically performs the radical vaginal opera- 
tion for cancer of the cervix, the author discusses the 
results obtained and obtainable by this method and 
compares them with the results obtained by the 
abdominal operation for cancer. For his comparison 
he uses Wertheim’s statistics based on 1,500 cases 
treated in the period from 1899 to 1922 (compiled 
by Weibel), the data of the First Gynecological 
Clinic of Vienna (Schauta and Adler) up to 1021, 
and the cases treated on his own service at the 
Wilhelminenspital, Vienna, since 1921. 

In the period from 1901 to 1926, 1,894 patients 
with cancer of the cervix came for treatment. One 
thousand of them were subjected to the radical vagi- 
nal operation. The operative mortality fell from 
11.37 per cent in the first five years to 3.51 per cent 
in the period between 1916 and 1921 and averaged 
6.1 per cent. The operability rose from 47.5 to 61.7 
per cent. The incidence of relative cure following 
operation was between 35 and so per cent, and the 
incidence of absolute cure rose from 16.6 to 50 per 
cent. If the first year in which each type of opera- 
tion was used is omitted, the primary mortality was 
13 per cent in 500 cases in which the Wertheim opera- 
tion was done and 3.95 per cent in 555 cases in 
which the vaginal operation was done.* Under simi- 
lar conditions, the incidence of absolute cure was 
18.56 per cent after the Wertheim operation and 
19.8 per cent after the Schauta operation. In sum- 
marizing the author says that the radical vaginal 
operation can be performed in a somewhat higher 
percentage of cases, yields an incidence of absolute 
cure which is equal to that yielded by the abdominal 
operation, and has an operative mortality less than 
a third that of the abdominal operation. 

In comparing the results of operation with those 
obtained by irradiation, the author refers to the 
various reports in the literature and comes to the 
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conclusion that the results of irradiation may per- 
haps approach those obtained by surgery, but never 
surpass them. He points out the considerable advan- 
tages of postoperative irradiation, a method of treat- 
ment which he has used since 1913. However, he 
states that if large doses are used there is danger of 
fistula formation, and if small doses are used the 
results are little better than those obtained without 
postoperative irradiation. 

Adler usually introduces the radium during the 
operation, after closure of the peritoneum. He 
places 50 mgm. of radium filtered with 1.5 mm. of 
brass in each parametrial wound and leaves it for 
from six to eight hours. Sometimes three or four 
radium containers are used. In addition, deep irradia- 
tion with both radium and the roentgen rays is 
begun from six to eight weeks after the operation. 
With this method the author has increased the in- 
cidence of relative cure from 42 to 58.8 per cent and 
the incidence of absolute cure to 31.8 per cent. 

WILLE (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Panutin, J. N.: Physiotherapy, a Conservative 
Method of Treating the Uterine Adnexa and 
Its Results (La physiothérapie, méthode conserva- 
tive de traitement des annexes utérines et ses ré- 
sultats). Gynéc. et obst., 1932, Xxvi, L10. 

This report is based on 2,676 cases of inflammation 
of the uterine adnexa treated by physiotherapeutic 
methods at the Institut Scientifique Régional de 
Moscou pour la Protection de l’Enfance et de la 
Maternité. The inflammations were divided into 2 
groups: (1) simple inflammations of the tubes and 
ovaries, and (2) inflammations of the adnexa and of 
the peritoneum covering them, i.e., those com- 
plicated by tumor formation and adhesions. Hydro- 
salpinx, pyosalpinx, and pelvic peritonitis were 
excluded. No fewer than 30 physiotherapeutic 
methods or combinations of methods were used. 
These included the use of a tampon of mud, dia- 
thermy by the vaginopubic technique, ionogal- 
vanization with a vaginal electrode and potassium 
iodide, warm vaginal irrigations, pelvithermy, light 
baths, and sitz baths. The methods are described, 
and the indications for each are summarized. 

The attempt was made to answer the following 
questions: 

1. What is the incidence of clinical and functional 
improvement obtained by physiotherapy in chronic 
inflammations of the adnexa? 

2. Has treatment by combined methods any 
advantages over treatment by a single method? 

3. What is the result obtained by the same treat- 
ment in cases of simple salpingo-odphoritis and cases 
of salpingo-odphoritis complicated by adhesions? 

4. What is the method giving the best results? 

The findings are summarized as follows: 

1. Of the women treated by physical agents for 
inflammation of the adnexa, 2.2 per cent became 
pregnant. Anatomico-functional improvement re- 


sulted in 32.2 per cent, anatomical improvement jp 
4 per cent, functional improvement in 37 per cent. 
no improvement in 21.4 per cent, and aggravat 

the condition in 3.2 per cent. 

2. The incidence of good results was 3 per cent 
greater when combined methods were use! than 
when a single method was employed. 

3. In general, good results were obtained in 2 per 
cent more of the cases of uncomplicated salpingo- 
odphoritis than in those of salpingo-odphoritis com 
plicated by adhesions, and when certain methods 
were used they were obtained in 5 per cent more oj 
cases of the former type than in those of the lattertype 

4. The best results were obtained by the use of 
vaginal tampons of mud, and the next best, in order 
by ionogalvanization, diathermy, vaginal pelvi 
thermy, light baths, and sitz baths. 

5. The disappearance of adhesions was iost fre- 
quent after the use of tampons of mud, next most 
frequent after ionogalvanization, and third most 
frequent after diathermy. 

6. The longer the treatment was continued the 
better were the results. GAYLORD S. Baris, M.D 


ion of 


Elbim, A., and Merigot, L.: Torsion of Ovarian 
Cysts in the Child (Torsion des kystes ovariens 
chez l'enfant). Rev. frang. de gynéc. et d’olst., 1932 
XXVIII, 358. 

According to Frangois, torsion of ovarian cysts is 
most frequent between the ages of ten and fifteen 
years, whereas according to Ombredanne, it is most 
frequent between the ages of two and eighteen years 
Its incidence is higher in children than in adults, 
being 26 per cent in the former and from 6 to 12 per 
cent in the latter. It occurs most commonly in 
cases of dermoid cysts of medium size which are ab 
dominal and have long pedicles. 

A clinical diagnosis is scarcely ever possible unless 
the tumor has been previously known to be present 
or can be palpated. It can seldom be palpated. .\s 
a rule the clinical picture is that of an acute ab 
dominal accident such as appendicitis or intestinal 
obstruction due to volvulus or intussusception 
Severe shock is constant in the cases of adults, but 
usually absent in those of children. _ 

The physical signs are variable. \hdominal 
rigidity may be present or absent. (Quite charac 
teristic is extreme sensitivity of the cul de-sac t 
rectal palpation. However, a mass may be mistaken 
for an appendiceal abscess. In contrast to appenti 
citis there is an initial severe pain followed hy vomit 
ing. Asa rule urination is painful. as 

The treatment is surgical, and the prognosis unl 
formly good. Apert F, De Grovt, M.D 


Gosset, A., and Wallon E.: A Vegetating Cyst of the 
Ovary Treated by Radium Irradiation and 


1 
ya 


Surgery (Kyste de l’ovaire végétant traite 
radium-chirurgie). Bull. Soc. dobst. « gynec. 
Par., 1932, XXi, 421. 
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treatment! 


The authors state that in cases of 0' 
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should be supplemented by radium irradiation. 
They describe their technique and report a case in 
which it was used successfully. 

Following operative removal of the primary 
growth and of all removable local metastases, the 
authors place large drainage tubes at the site of un- 
removable metastases and close the abdomen in 
lavers. After an interval of about forty-eight hours 
to allow the patient to recover from the shock of the 
operation, they place sounds containing radium 
capsules at the bottom of the tubes. Every day 
thereafter the sounds are removed and aspiration is 
done through the drains. The radium therapy is 
generally continued for about a week. 

The patient whose case is reported was a woman 
sixty-four years of age. Operation revealed a vege- 
tating malignant cyst of the right ovary with peri- 
toneal and pelvic metastases. The diagnosis was 
confirmed by pathological examination. Removal 
of the ovary was followed by radium therapy. Five 
vears later the patient was found to be in excellent 
health except for an incisional hernia. 

In the discussion of this report, Petir-DuTAILLIS 
spoke on the problem of the radium therapy of car- 
cinoma of the uterus. He stated that even when this 
treatment is given by experts it is associated with a 
mortality of 7 per cent from septicemia. He is op- 
posed to the intra-abdominal introduction of radium 
as he believes it may favor infection. To treat the 
cul-de-sac, uterosacral region, and hypogastric pedi- 
cles, he has found the vaginal application of radium 
satisfactory. For treatment of the uterus and its 
appendages, he introduces the radium within the 
uterus. He curettes the cervix or fundus, introduces 
two large Carrel drains, and surrounds the drains 
and packs the vaginal cavity with a thin rubber dam. 
No gauze is employed. To overcome the anemia and 
intoxication, he gives small transfusions, a milk and 
vegetable diet, and adequate laxatives and diuretics. 
Prior to the intervention he uses Delbet’s solution. 

JoUAY stated that the authors’ report confirmed 
the observations at the Broca Hospital, where the 
intra-abdominal application of radium was first 
used to combat carcinoma in 1920. He reported 
three cases of ovarian tumors with pelvic metastases 
which responded to this treatment. He cited also a 
case in which complications developed. In the latter, 
the radium irradiation caused a fibrosis of the small 
intestine which resulted in obstruction necessitating 
resection of the involved loop. However, in spite of 
the possibility of such complications, Douay believes 
that the method is of value in desperate cases. 

James B. Mason, M.D. 


EXTERNAL GENITALIA 


Chang-ken Chi: Carcinoma of the Vulva. Chinese 
M.J., 1932, xlvi, 584. 


Carcinoma of the vulva is extremely malignant. 
It is the most common neoplasm occurring on the 
‘xternal genitalia. The author reports eight cases. 
the lesion occurs most frequently on the inner sur- 


face of the posterior half of the labium majus or in 
the sulcus between the labium majus and the labium 
minus. It is usually a disease of old age, but the 
author’s youngest patient was only twenty-eight 
years old. 

Histologically, carcinomata of the vulva are of the 
following three types: 

1. Squamous-celled carcinoma, characterized by 
the formation of numerous epithelial pearls. 

2. Medullary carcinoma, springing from undif- 
ferentiated epithelial cells. 

3. Adenocarcinoma, arising from glandular struc- 
tures about the external genitals (sweat glands, 
mucous glands, Bartholin glands). 

The growth may be infiltrating or everting. The 
infiltrating type is the more malignant. It forms 
deep ulcers which infiltrate the subcutaneous tissue 
and spread rapidly to the tributary lymph glands, 
and in spite of radical operation is prone to recur and 
terminate fatally. 

Trauma to the external genitalia is believed to be 
among the chief causes of carcinoma of the vulva. 
Undoubtedly, also, long-continued irritation, such as 
that due to pruritus, is often a factor. Leukoplakia 
frequently precedes the condition. 

The most common symptoms are itching, a foul 
discharge, pain, and bleeding. The diagnosis may 
be confirmed by microscopic examination. Rapid 
growth of the lesion with cachexia and involvement 
of the inguinal glands is very suggestive. The prog- 
nosis is unfavorable. Recurrence is almost inevi- 
table. The best treatment in early cases in which the 
general health is good is excision of the vulva with 
extensive dissection of the inguinal glands on both 
sides. Irradiation with the X-rays and radium may 
also be used. HARRY W. FINK, M.D. 


MISCELLANEOUS 


Thomsen, E.: Studies of the Female Urethra Espe- 
cially as Regards the Closing Mechanism of the 
Bladder. Acta radiol., 1932, xiii, 433. 


The author reports a roentgenographic study of 
the closing mechanism of the female bladder and 
reviews Natvig’s anatomical and_ physiological 
studies of urinary incontinence in women. His own 
findings seem to confirm the theory which he ad- 
vanced previously that the closing mechanism is 
primarily a function of the urethra itself and only 
secondarily of its surroundings, and that the mecha- 
nism fails when the angular bend in the urethra is 
absent. He says that in the operative treatment of 
urinary incontinence in the female the effort must 
be made to support or tighten the anterior wall of 
the urethra. 


Campbell, A. D.: Further Studies on the Anterior 
Pituitary-Like Hormone, with Special Refer- 
ence to Irregular Uterine Bleeding. Lancet, 1932, 
ccxxiii, 561. 

The author divides cases of uterine bleeding into 
the following groups: 
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Group A. Cases in which the length of the cycle is 
normal, the amplitude of the flow is excessive, and 
the duration of the flow is normal. 

Group B. Cases in which the length of the cycle is 
normal, the amplitude of the flow is excessive, and 
the duration of the flow is prolonged. 

Group C. Cases in which there is constant bleed- 
ing in addition to a cycle of normal length with a 
flow which is excessive, but of normal duration. 

Group D. Cases in which the length of the cycle 
is short (from nineteen to twenty-four days), the 
amplitude of the flow is normal or excessive, and the 
duration of the flow is normal or prolonged. 

Group E. Cases in which the cycle is short (four- 
teen days), the amplitude of the flow is normal, and 
the duration of the flow is irregular. 

Group F. Cases in which there is cyclic intermit- 
tent bleeding and the amplitude and duration of the 
flow are irregular. 

Group G. Cases with continuous excessive ham- 
orrhage. 

Group G is subdivided into the following four 
subgroups: 

Subgroup 1. Cases with confluence of regular cy- 
cles of varying length of interval and unduly pro- 
longed duration of the flow. 

Subgroup 2. Cases with confluence of irregular 
periods of metrostaxis. 

Subgroup 3. Cases with spontaneous bleeding 
either after a normal menstrual cycle or, more com- 
monly, after a period of amenorrhcea. 

Subgroup 4. Cases of bleeding of puberty. 

Campbell treated such cases with the hormone 
resembling the hormone of the anterior lobe of the 
pituitary gland, using preparations of different 
strengths, but giving at least 40 day-rat units per 
injection. The best results were obtained by giving 
an injection every day for seven days and then every 
second day until the patient had passed through two 
menstrual cycles. When the menstrual flow became 
normal in duration and amplitude, the treatment 
was discontinued. 

Campbell’s conclusions with regard to this treat- 
ment are summarized as follows: 

1. There are several types of irregular uterine 
bleeding which are distinguished by the menstrual 
history. In the selection of cases for the treatment 
a correct diagnosis is essential. The organs in the 
pelvis must be found normal on palpation, and the 
presence of neoplasms of the uterus must be ex- 
cluded. 

2. Menorrhagia and metrorrhagia due to inflam- 
matory disease are aggravated by the treatment. 

3. Metropathia hemorrhagica responds particu- 
larly well. Pain is interpreted to indicate that the 
tone of the musculature has returned to normal and 
that the hyperplastic endometrium is being rapidly 
expelled. 

4. In the metrorrhagia of puberty the response is 
less consistent and the treatment is followed by 
periods of amenorrhcea. 

5. Menopausal symptoms are alleviated. 


6. Mastalgia, if accompanied by a disturbance of 
the menstrual cycle, frequently subsides. 

7. In simple polymenorrhcea no permanent -im. 
provement is noted. The symptoms of dysmenor- 
rhoea are intensified. 

8. There is no effect on pregnancy, and no effect 
on normal menstrual cycles as regards interval, 
amplitude, or duration. No local or constitutional 
symptoms are observed. 

9. The effect of the hormone resembling the hor- 
mone of the anterior lobe of the pituitary gland js 
believed to cause the ovary to resume a complete 
and balanced endocrine activity. 

ALBERT M. VoLtmer, M.D 


Pierra, L. M.: Colon Bacillus Infections of the Fe- 
male Genitalia in the Absence of Pregnancy 
(Les infections cotibacillaires de l’appareil génital 
chez la femme en dehors de la puerpéralité). Rev, 
frang. de gynéc. et d’obst., 1932, xxvii, 290. 

Pelvic infections are usually mixed infections 
occurring after the acute phase produced by the 
gonococcus or streptococcus has passed. The most 
frequent secondary infecting agent is the colon bacil- 
lus. Constipation resulting from mechanical inter- 
ference with intestinal function and chemical changes 
are important factors. The greater frequency of 
colon-bacillus infections in women than in men may 
be explained by the fact that women usually prefer a 
diet of milk, fruit, and vegetables, which is alkali 
producing, whereas men are more prone to choose a 
diet of meat, which is acid producing. Colon-bacillus 
infections are favored in women also by biliary dis- 
turbances resulting in a decrease in the production 
of bile which has an antiseptic action in the intes- 
tine, and by the sedentary habits of most women 

Colon-bacillus infections reach the cervix and 
adnexa chiefly by the ascending route from the rec- 
tum and bladder, but blood-stream infection may 
result from intestinal lesions. The relative infre 
quency of the hematogenous route of spread is 
accounted for by the antiseptic properties of the 
blood. Lymphatic and direct extension also occur. 

Vulvovaginitis, cervicitis, and salpingitis are more 
commonly the result of colon-bacillus infections than 
has hitherto been supposed. This is true especial 
of these infections occurring in childhood, when in- 
fections due to specific organisms (gonococcus) are 
rare. 

Calanéri has described a characteristic sequence 
of events in colon-bacillus infections which he terms 
the “entero-urogenital syndrome.” This syndrome 
has the following three phases: 

1. An intestinal phase, characterized by constl- 
pation, colitis, and focal infection in the appendix 
or gall bladder. 

2. A urinary phase, characterized by 
polyuria, dysuria, and bacilluria. 

3. A genital phase, characterized |) 
leucorrhcea. 

Anemic and asthenic women are more prone to 
colon-bacillus infections than others. 


c\ stalgia, 


chronic 
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The diagnosis rests upon the history, the course of 
the condition (entero-urogenital syndrome), and the 
finding of the colon bacillus. In some cases the in- 
testinal and genital phases are most marked. These 
are characterized by chills, elevations of the tempera- 
ture, and diarrhoea recurring during each premen- 
strual period. The intermittent acute attacks are 
exacerbations of a chronic infection brought about 
by the pelvic congestion preliminary to menstrua- 
tion. Harotp C. Mack, M.D. 


Colanéri, X.: The Treatment of Colon-Bacillus 
Infections in the Female (Thérapeutique des 
manifestations colibacillaires chez la femme). Rev. 
frang. de gynéc. et d’obst., 1932, XxVii, 313. 

While colon-bacillus infections in the female have 
their origin in the intestine they may involve distant 
as well as neighboring organs. The intestine being 
the source of the organisms, the author directs his 
treatment toward the intestinal tract and the “bac- 
terial reservoirs,’ the appendix and gall bladder. 
Vaccination of the intestinal tract by the oral ad- 
ministration of vaccines appeals to him as the most 
logical measure. The treatment must be intensive 
and prolonged, and must be aided by regulation of 
the diet to reduce its fermentable constituents and 


by measures to correct constipation, such as the 
institution of regular habits, massage of the ab- 
domen, gymnastics, and the administration of min 
eral oil. 

For intestinal vaccination the author prefers 
autogenous vaccines prepared from organisms pres- 
ent in the urine. The organisms in the urine are said 
to be attenuated and best suited for the preparation 
of vaccines. From 300 to 600 billion organisms are 
given by mouth, preferably in divided doses, over a 
period of twenty-four hours. The administration of 
magnesium chloride in gelatin capsules acidifies the 
intestinal mucosa and aids the action of the vac 
cines. This method of treatment is carried out over 
a period of at least twenty days and is repeated at 
frequent intervals for many months. 

Improvement of the intestinal symptoms quite 
often results in cessation of the pelvic symptoms. 
When the pelvic symptoms persist, the genitalia 
should be treated directly with vaccines. This is 
done by the use of vaginal or cervical tampons 
saturated with vaccine or intra-uterine instillations 
of vaccine. Not infrequently these procedures are 
followed by mild elevations of the temperature. 
Subcutaneous administration of vaccine is also 
beneficial. HArovp C. Mack, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Scheffey, L. C., Morgan, T. R., and Stimson, C. M.: 
An Analysis of a Series of Eighty-Two Cases of 
Ectopic Pregnancy. Am. J. Obst. & Gynec., 1932, 
XXIV, 103. 

In a study of eighty-two consecutive cases of 
ectopic pregnancy it was found that the incidence 
of this condition in relation to gynecological cases 
admitted to the Jefferson Medical College Hospital, 
Philadelphia, was 2.19 per cent. Seventy-four and 
three-tenths per cent of the patients were between 
the ages of twenty-three and thirty-five years. A 
prolonged period of sterility was not the rule prior to 
the ectopic pregnancy. With increased parity, the 
occurrence of ectopic pregnancy was increased. 

Etiological factors were suggested by a history of 
old pelvic infections of neisserian, postpartal, or 
postabortal origin in 30 per cent of the cases, prior 
operative procedures in 37.7 per cent, and ovarian 
or uterine tumors disclosed at operation in 8.5 per 
cent. In about two-thirds of the cases, obstruction 
to the passage of the ovum due to inflammatory or 
adhesive changes in or about the tubes was sug- 
gested by the history and the operative findings. 

Abdominal or pelvic pain was present in all cases. 
Irregular vaginal bleeding or spotting, either follow- 
ing a missed period or occurring prior to, or at the 
time of, the next expected period, was reported by 
88 per cent of the patients. In four out of five cases 
the menstrual history prior to the aberration caused 
by the ectopic pregnancy was normal. Syncope oc- 
curred in one-fourth of the cases. Concomitant 
signs of pregnancy were infrequent. 

Abdominal tenderness was found in 85 per cent 
of the cases, but rigidity was present in fewer than 
50 per cent. Pelvic masses were present in half of 
the cases, but were associated with tenderness in 
only one-third. 

The blood counts, blood-pressure estimations, 
temperature, and pulse rate were similar to those 
reported by others, but the sedimentation test did 
not prove of definite value. The ratio of tubal rup- 
ture to tubal abortion was 3.3:1. In 39.1 per cent of 
the cases abnormalities were found in the adnexa on 
the other side at the time of operation. 

Autotransfusion has been abandoned in the treat- 
ment if there is any question of infection. Except in 
a case of collapsed lung, postoperative complications 
were not unusual in character and the postoperative 
period of convalescence was usually not prolonged. 
The total mortality was 4.87 per cent, and the opera- 
tive mortality, 2.5 per cent. 

A correct pre-operative diagnosis was made in 
78.7 per cent of the cases, and in the majority of 
these operation was performed within twenty-four 


hours. In the cases diagnosed incorrectly the con- 
dition was confused most often with pelvic inilam- 
matory disease and next most frequently with in- 
complete abortion. E. L. Cornet, M.D 


Paroli, G.: Clinical Considerations of Extra-l terine 
Pregnancy in the Presence of Active Infection 
(Considerazioni cliniche sulle gravidanz 
uterine con infezione in atto). Riv. 
1932, Xiv, IOI. 


extra- 
ital. « nel 


Paroli reports thirteen cases of extra-uterine preg 
nancy complicated by active infection which were 
observed in the Gynecological and Obstetrica! Clinic 
of the Royal University of Florence in the period 
from 1925 to October, 1931. The symptoms are 
those of the two conditions. Pain and fever are 
always present. Other symptoms may be mild or 
absent. In the diagnosis it is necessary to rule out 
especially a cystic tumor of the ovary twisted on its 
pedicle or undergoing necrosis. A definite diagnosis 
can be made only by exploratory operation. he in- 
fection is usually due to colon bacilli from a focus in 
the abdomen or pelvis, but occasionally is duc to the 
bacteria of influenza, pneumonia, or typhoid or the 
streptococcus or gonoococcus. 

The treatment usually indicated is early surgical 
intervention. Occasionally expectant treatment is 
justifiable in mild or obscure cases. The author be 
lieves that in the surgical treatment neither the ab- 
dominal nor the pelvic approach should always be 
used to the exclusion of the other. The abdominal 
operation should be followed by drainage. 

EuGENE T. Leppy, M.D. 


Lévy-Solal and Mayer: The Metabolism of Calcium 
in the Pregnant Woman. Its Variations with 
(Edema and Convulsions (Le métabolisme du 
calcium chez la femme enceinte. Ses variations 
avec les accidents oedémateux et ilsifs 
Gynéc. et obst., 1932, XXVi, 193. 


The authors report studies of the metalolism of 
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calcium in thirty-five pregnant women. 
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nancy, immediately preceding and during | 
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y, L. E. H.: Aneemias of Pregnancy. J. Obst. & 
nec. Brit. Emp., 1932, XXxix, 267. 





Some degree of anemia is common during preg- 
nancy. The severe forms are rare in temperate cli- 
mates and are not to be confused with true addi- 
sonian anemia to which they show some resem- 
blance. As the immense store of iron in the new- 
born is laid down chiefly in the last three months of 
pregnancy, it is during this period of time that 
anemia is most liable to develop and the iron re- 
quirements are the greatest. Examination of the 
hemoglobin and red cells should be a part of the 
prenatal care. ; 

In some cases serious symptoms of anemia do not 
develop until after delivery. Among the common 
symptoms of anemia in pregnancy is fever. Uniess 
the condition is treated, premature labor may occur. 

The author classifies the anemias of pregnancy as 
follows: 

1. Pernicious: (a) plastic, (b) hypoplastic, and 
c) aplastic. 

2, Chlorotic. 

3. Atypical. 

The hypoplastic type of pernicious anemia recurs 
in succeeding pregnancies. The blood picture of the 
pernicious type shows a severe anemia with a high 
color index and megalocytosis. 

Women with severe anemia of pregnancy can 
usually be carried to term or near enough to term 
for the delivery of a viable baby by proper treat- 
ment. In untreated cases the mortality is high. 

The cause of the severe anemias of pregnancy is 
unknown, but may be a combination of factors 
rather than a specific entity. The hypoplastic type 
of anemia is probably the result of a bone-marrow 
hypoplasia due to a chronic anemia-producing con- 
dition which is intensified by the pregnancy. The 
chlorotic type is probably due to failure of produc- 
tion or utilization of the hamatinic factor. 

The treatment is dependent upon the type of the 
anemia. In the hypoplastic type, blood transfu- 
sions, liver, and iron should be given. Transfusion 
should accompany all operative procedures. In the 
chlorotic anemia the administration of iron with or 
without liver will usually effect a cure. Anaemia of 
the plastic type will often be relieved by the admin- 
istration of liver until delivery and then will become 
cured, 

The author reports four cases to illustrate the 
three types of severe anaemia of pregnancy. 

T. FLtoyp Bett, M.D. 


Reeb, M., and Metzger, A.: Convulsions of Cerebral 
or Meningeal Origin Occurring During Gesta- 
tion and Simulating Puerperal Eclampsia 

Crises convulsives d’origine méningée ou cérébrale 
au cours de la gestation simulant l’éclampsie puer- 
pérale). Rev. frang. de gynéc. el d’obst., 1932, XXvil, 
341, 


Ordinarily, convulsions and coma occurring in a 
‘oman past the sixth month of pregnancy justify a 
However, three cardinal 


‘agnosis of eclampsia. 
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symptoms must be present—hypertension, albu- 
minuria, and oedema. In the absence of any one of 
these, this diagnosis is doubtful. 

The authors report two cases to illustrate the 
difficulties in the diagnosis. 

The first was that of a woman twenty-eight years 
old who was seized suddenly with delirium and con- 
vulsions followed by prolonged coma between the 
seventh and eighth month of pregnancy. One year 
previously the patient had had acute hemorrhagic 
nephritis. At the time of the attack of convulsions 
during pregnancy her temperature was io4, her 
pulse 120, and her blood pressure 125~—70. The urine 
contained traces of albumin. Because of the pa- 
tient’s agitation, spinal puncture was impossible. A 
diagnosis of eclampsia having been made in con- 
sultation with a neurologist, caesarean section was 
done. The operation was well borne, but the coma 
continued and the patient died the following day. 
Autopsy revealed a purulent meningitis. 

The second case was that of a primipara in the 
sixth month of pregnancy who was found uncon- 
scious on the floor with her clothing blood stained and 
her vagina filled with blood. When the patient was 
taken to a hospital she remained in a state of semi- 
coma with much agitation. The left side of her body, 
including her face, was flaccid and completely para- 
lyzed. Twelve hours after her admission a series of 
convuls‘ons occurred, almost complete anuria de- 
veloped, and large quantities of albumin and casts 
appeared in the urine. The blood pressure was 
130-80. A diagnosis of eclampsia with cerebral 
hemorrhage was made and the pregnancy inter- 
rupted by cesarean section. After four days the 
general condition improved and consciousness re- 
turned. After about fifteen days the paralysis began 
to decrease, and by the end of two months recovery 
was almost complete. 

From the character and rapid evolution of the 
symptoms in this case it appeared certain that the 
disturbance was of circulatory origin and had caused 
only a limited destruction of tissue. The cause re- 
mained obscure until the patient admitted that she 
had attempted to produce abortion by injecting 
strong lysol solution into the cervix. The authors 
believe that a fluid embolus reached the brain, 
affecting principally the region of the peduncles or 
the pons. ALBERT F. De Groat, M.D. 


Arnold, J. O., and Fay, T.: Eclampsia; Its Preven- 
tion and Control by Means of Fluid Limita- 
tion and Dehydration. Surg., Gynec. & Obst., 
1932, lv, 129. 


Exploration during the terminal stage of eclamp- 
sia has shown the brain to be grayish-white (anemic) 
and oedematous and often associated with excessive 
amounts of extra-arachnoid and subarachnoid cere- 
brospinal fluid. Pathologically, the eclamptic brain 
differs little from the ‘‘ wet brain” or cerebral oedema 
found in other well-recognized hydration states such 
as the acute alcoholic wet brain, status lymphaticus, 
acute toxic hydration states in children, and status 
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epilepticus. The terminal cerebral symptoms 
throughout this entire group are similar and the 
method of treatment indicated to control these 
symptoms is applicable to eclampsia. 

In eclampsia, a vasospastic hypertension is pre- 
sent and there is frequently a renal decompensation 
associated with fluid retention. In the past, the con- 
tinued administration of fluid without proper con- 
sideration of its elimination was a common method 
of practice in spite of the evident water imbalance. 
When the skin and bowels are able to compensate 
for the renal deficiency in fluid elimination a proper 
balance of fluids is maintained. 

Diet becomes of equal importance in the manage- 
ment of water balance in conditions in which hydra- 
tion states tend to occur. Foods with a high water 
content and concentrated carbohydrates (ice cream, 
candy, syrups, sweet desserts) must be avoided to 
prevent water storage during re-establishment of the 
body water balance. 

Morphine, being a respiratory depressant, is dan- 
gerous if intracranial pressure already exists. It 
should not be employed unless it is absolutely 
necessary. 

Women with eclampsia may be divided into three 
groups: (1) the moderately pre-eclamptic, (2) those 
with dangerously threatening pre-eclampsia (a) with- 
out chronic nephritis, and (b) with chronic nephritis, 
and (3) the actively eclamptic. 

Cases of moderate pre-eclampsia are characterized 
by definite signs of hypertension, albuminuria, 
cedema of the extremities, headache, and beginning 
visual disturbances. The treatment used by the 
authors in such cases is as follows: 

1. The total output of urine for twenty-four 
hours is measured and charted. During this twenty- 
four hours the intake of fluid is reduced to the mini- 
mum or fluid is withheld entirely. 

2. The total fluid intake is regulated so that it 
does not exceed the urine output for the first twenty- 
four hours. 

3. As far as practical, the level of the fluid intake 
is maintained so as to equal or balance with the out- 
put of the previous day. An accurate chart record 
is made of the intake and output of fluid, and the 
patient is weighed daily. 

4. Moderate dehydration is induced with small 
daily doses of a saturated solution of magnesium 
sulphate. 

5. A diet of solid foods of wide variety, including 
proteins, and with a low salt content is given. The 
patient is fed well but moderately. Liquid nourish- 
ment with a high water content is avoided. 

6. Food and drink are given at three-hour inter- 
vals throughout the day. Between these small 
meals no eating or drinking is permitted. 

Cases of dangerously threatening pre-eclampsia 
are characterized by marked hypertension, albumin 
and casts in the urine, external oedema, aggravated 
headache, vomiting, and visual disturbances or other 
cerebral symptoms. It is difficult and often impos- 
sible to classify them accurately according to the 





presence or absence of pre-existing nephritis. The 
treatment given by the authors in the two syh 
groups is essentially the same, but the patients with 
nephritis require more careful control of fluids and 
diet. The authors’ treatment is as follows: 

1. All fluids (and usually all food) are withheld 
until the twenty-four-hour output of urine is known, 
Then an intake of fluid at, or slightly below, the 
daily output is maintained. 

2. The process of dehydration is begu: 


it once 
by giving intravenously 50 c.cm. of a 50 per cent 
solution of glucose. If necessary, this dose is re 
peated after from four to six hours. 

3. One or more doses of a saturated solution of 
magnesium sulphate are given by mouth until wa- 
tery stools are passed. This is repeated as indicated 

4. If no marked improvement is noted after from 
fifteen to thirty hours, one or more spinal drainages 
are done at intervals of from four to six hours. When 
spinal puncture is impractical, venesection is done. 

5. A strict balance of fluid and “dry” solid diet 
is maintained. 

Cases of active eclampsia are characterized by 


convulsions. The treatment given by the authors in 
such cases is as follows: 

1. A hypodermic injection of 2 or 3 gr. of sodium 
luminal is given immediately and repeated after two 
hours if necessary. Morphine is used only if abso- 
lutely necessary, and only after the administration 
of glucose and after spinal drainage. 

2. Fifty cubic centimeters of a 50 per cent solu- 
tion of glucose are given intravenously at the earliest 
opportunity. 

3. The spinal fluid is drained as completely as 
possible (from 45 to 100 c.cm.), preferably with the 
head raised to an angle of 30 degrees. When spinal 
drainage is impracticable, venesection until the sys- 
tolic pressure drops from thirty to fifty points is sub- 
stituted. Drainage is repeated after from four to six 
hours if marked improvement is not noted 


4. Magnesium sulphate is given by mouth or 
bowel. 

5. Absolutely no fluids except magnesium sul- 
phate solution are given for at least twenty-four 
hours. The temperature, pulse, respiration, and 


pulse pressure are recorded every hour. 

If dehydration has been effective, the ute: 
not be emptied and labor need not be induced nor 
hurried, except for reasons other than the attack for 
which the patient is being treated. 


us need 


The authors cite several cases in which the treat 
ments described yielded gratifying results 
RowLanp M. Exstrinv, M.D 


Andérodias, J.: Colon Bacillus Infections During 
Pregnancy (Les colibacilloses de la crossesse 
Rev. frang. de gynéc. et d’obst., 1932, X 7 


While normally not a pathogenic organism, the 
colon bacillus possesses unusual vitality and may 
become virulent when resistance to it is liminished 
or the tissues are damaged. Its rdle in intestinal 
biliary, and especially urinary infections during 








ph 


Qn 





um 
wo 
SO- 


ion 
)lu- 


iest 


ras 
the 


inal 





SVS- 
sub- 
) six 
1 or 
sul- 
four 
and 
need 
| nor 
k for 
reat 


LD 


uring 
sesse 


1, the 


| may 
nished 
tinal 
luring 





pregnancy is becoming more generally recognized. 
Intestinal stasis treated by the indiscriminate use of 
drastic cathartics is undoubtedly a factor favoring 
its invasion of the blood stream and lymphatics 
through damaged portions of the intestinal mucosa. 
Wiliary and hepatic infections may result directly 
from blood-stream infections or from upward ex- 
tension to the biliary tract and liver, especially as the 
result of vomiting of pregnancy. Urinary infections 
may be caused to some extent by ureteral compres- 
sion with subsequent infection of the stagnant urine 
distending the renal pelvis. Congenital malforma- 
tions (strictures) may also play a part. 

Colon bacillus pyelonephritis is most common 
during the last three months of pregnancy. Infec- 
tions during the puerperium may result from urinary 
infection ascending from the bladder or from the 
recrudescence of an unrecognized or only partially 
quiescent process which existed during the preg- 
nancy. The symptoms vary in intensity, ranging 
from mild intermittent types to those which are 
acute and fulminating. Like Bar, the author dis- 
tinguishes a pre-suppurative and a suppurative 
period. The presuppurative period is characterized 
by headache, chills, fever, a rapid pulse, coating of 
the tongue, anorexia, vomiting, costovertebral ten- 
derness or pain in the lumbar region corresponding 
to the course of the ureters, a decrease in the urinary 
output, and the presence of slight traces of albumin, 
leucocytes, and colon bacilli in the urine. It lasts 
five or six days. In the suppurative period which 
follows, the general symptoms disappear, the urinary 
output increases, and a large amount of pus is found 
in the centrifugalized specimen. This is the stage of 
remission which may last until the pregnancy is 
terminated or may be followed by repeated exacerba- 
tions. Occasionally the patient’s condition becomes 
so desperate that labor must be induced prema- 
turely. After delivery the symptoms disappear quite 
promptly. Abortion is rare in pyelonephritis al- 
though premature labor is not uncommon. 

The diagnosis of colon bacillus infection is possible 
only by careful examination of the urine. 

_ The prognosis for the mother is almost always 
favorable, but recurrences during subsequent preg- 
nancies are not infrequent. The prognosis for the 
fetus is less favorable. As a rule the infant is poorly 
nourished and often it is born prematurely and is 
reared with difi culty. 

Hepatic and biliary infections due to the colon 
bacillus are rare. They do not differ symptomati- 
cally or objectively from other types of hepatic and 
biliary infection. Mild icterus is often a transient 
phenomenon. The course is generally benign. 

HAROLb C. Mack, M.D. 


Questionnaire on Tuberculosis and Pregnancy 
Umirage ueber Tuberkulose und Schwangerschait). 
Med. Klin., 1931, i, 723, 761, 798, 838, 878; ii, 988, 
1138, 1342. 
lhe reasons for the differences of opinion regard- 
ng the necessity for, or the uselessness of, interrup- 
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tion of pregnancy in pulmonary tuberculosis lie in 
the peculiarities of the course of pregnancy on the 
one hand and the particularly fateful course of 
tuberculosis which is so difficult to prognosticate. 
The toxic general symptoms, which are to be con- 
sidered due to the entrance of foreign protein into 
the organism and destruction of autogenous tissue 
protein, cease by the end of the fourth month, when 
the favorable effect of the pregnancy upon the 
maternal organism begins. This stage of accommo- 
dation is followed by the stage of functional de- 
mands. The most serious crisis is reached with the 
beginning of labor. During the puerperium the heal- 
ing of the large wounds in the mucous membrane 
and the involutional processes in the genitalia and 
entire body, with frequent loss of weight, determine 
the picture. In the tuberculous woman the most 
marked subjective effect upon the general health 
occurs at the beginning of pregnancy. The mortal- 
ity also is greatest in primipare. The second half of 
pregnancy and labor are less dangerous than the 
puerperium with its involutional processes. 

Experience shows that interruption of pregnancy 
is well borne by the tuberculous woman in the first 
three months, but a good result is not to be expected 
from it after the fourth month. 

Because of the uncertainty of the prognosis in pul- 
monary tuberculosis, the opinion of a lung specialist 
regarding the duration, severity, and activity of the 
condition is essential. It is of social-hygienic impor- 
tance that timely interruption of pregnancy may 
save a mother for her children. In the case of the 
primipara it is important to determine whether the 
child will be healthy and vigorous. However, the 
bearing of a child by a tuberculous woman requires 
long, perhaps constant, sanitarium treatment be- 
fore labor, strict clinical observation during labor, 
and treatment for many months after delivery. The 
healthy child must be taken from the mother imme- 
diately to keep it from becoming infected. In the 
opinion of the majority, it should not be nursed by 
the mother. Interruption of pregnancy is never the 
complete remedy for the tuberculous woman; it 
must always be supplemented by sanitarium treat- 
ment. The indication for simultaneous sterilization 
requires a most careful consideration of the progno- 
sis of the pulmonary process. Prevention of preg- 
nancy in the tuberculous woman obviates a number 
of problems. Not strict rules, but a thorough study 
of the individual case by the tuberculosis specialist, 
social hygienist, pediatrician, and obstetrician must 
determine the medical care of the patient. 

In reply to a questionnaire, HENKEL, by means of 
historical references, calls attention to the frequently 
contradictory views regarding the problem of tuber- 
culosis and pregnancy. He states that pregnancy is 
by no means constant in its course and eftects. In 
some cases it may be a complete somatic and psychic 
development, but in others, a somatic disease lead- 
ing to catastrophe. The classification of tuberculosis 
into latent inactive and manifestly active forms does 
not definitely answer the question of the advisability 
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of interrupting an associated pregnancy. The fact 
that pregnancy does not always run the same course 
explains why in some cases tuberculosis is influenced 
by it considerably and in others not at all. When 
pregnancy and tuberculosis are associated the patho- 
logical condition should be treated and there should 
be no interference with the physiological process. 
The experienced internist must determine the form 
and extent of the tuberculosis in the given case. It 
is the duty of the obstetrician to determine the effect 
of the pregnancy upon the org:nism as a whole and 
recognize the indications for interruption of the 
pregnancy. 

Von FRANQUE agrees with the conclusions of 
Runge and believes that the interruption of preg- 
nancy in women with tuberculosis cannot yet be 
abandoned as in the present economic depression 
proper sanatorium care is often impossible. At the 
Bonn Clinic, the interruption of pregnancy is carried 
out only in active tuberculosis after consultation 
with the Medical Clinic, the Polyclinic, or a tubercu- 
losis sanatorium of recognized standing. It is done 
essentially according to the well-known principles 
of Winter and only within the first three or, at most, 
four months of pregnancy. 

Martin claims that pregnancy has by no means 
the unfavorable influence upon tuberculosis that is 
generally assumed. Not only external therapeutic 
remedies, but also the desire of the pregnant woman 
to keep the child are of importance. The therapeutic 
indications must be determined only by clinical 
observation. Before interruption of pregnancy is 
attempted, it is necessary to build up the resistance 
to the tuberculosis as much as possible. The total 
extirpation of the uterus and ovaries from below 
gives satisfactory results. 

MAYER Calls attention to the extraordinary diffi- 
culties in the diagnosis and prognosis of pulmonary 
tuberculosis, which even roentgen-ray examination 
does not overcome. Occasionally, according to the 
constitution, there seem to be “ benign” and “‘ malig- 
nant”’ forms of tuberculosis, which run a characteris- 
tic course. Furthermore, not a little depends upon 
the desire to have a child. The pregnancy should 
not be interrupted when the tuberculosis is incurable 
or the pregnancy has advanced too far. The primary 
operative mortality of the interruption of pregnancy 
is not to be underestimated. The mortality of 1.1 
per cent is due largely to postoperative pulmonary 
embolism. As temporary roentgen sterilization is 
not as yet sufliciently reliable, the procedure of 
Madlener is used for operative sterilization. When 
the interruption of pregnancy is refused the problem 
of the physician is not solved, but is just begun. For 
the conduct of labor in tuberculosis, the ability to 
withstand labor pains, loss of blood, and an.sthesia 
are of special importance. According to Mayer’s 
experience the supposed harmful effects of the puer- 
perium after a well-borne pregnancy have not been 
proved. 

Novak states that every active tuberculous proc- 
ess is aggravated by pregnancy. This is true espe- 
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cially in the first, or toxic, stage of pregnancy and in 
the puerperium. After the fourth month, interrup- 
tion of the pregnancy is no longer permissible as jt 
gives no benefit that would justify the sacrifice of 
the life of the child. Sterilization is indicated only 
when it is desired by both the husband and wife and 
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the woman has at least two healthy, living children 
and has become pregnant in spite of proper contra- 
ceptive measures. In the establishment of the indi- 
cations for the interruption of pregnancy in tuber- 
culosis, the woman’s social and economic conditions 
must be given consideration; a eugenic indication 
does not enter into the question. 

PANnKOow reviews in detail the fundamental rules 
of Thannhauser and Starlinger for the interruption 
of pregnancy in pulmonary tuberculosis, which were 
formulated at his request, and from which | 
deviate to the extent that he would inter 
pregnincy even after the third month. The un- 
favorable effect of the processes of pregnancy and 
particularly of the puerperium upon pulmonary 
tuberculosis has been proved, and a fundamental 
rejection of interruption of pregnancy is not to be 
considered. The interruption of pregnancy must be 
limited to the cases in which it is evident ‘hat noth- 
ing can be accomplished with the usual methods of 
treatment even with inclusion of sanatorium treat- 
ment. From roentgen treatment no beneticial effect, 
but rather an aggravation of the condition, can be 
expected. 

GRANZOW says that the interruption of pregnancy 
in the presence of complicating tuberculosis is in part 
a social problem. The refusal of interruption on prin- 
ciple or otherwise is an experiment on seriously en- 
dangered individuals. The basic question is: In 
which cases must interruption of pregnancy be prac 
ticed? Only in the first three months is it of value 
Therefore early diagnosis is necessary (.\schheim 
Zondek). The so-called ‘‘menstrual reaction” of 
tuberculous women is also of importance. There isa 
lack of sufficient data on the subsequent fate of the 
women in whom pregnancy was interrupted because 
of tuberculosis. Surgeons should be less reserved 
with the permanent sterilization of 
women. The genesis of the activation o! | 
processes by pregnancy is doubtful in many respects. 
Closely related to the phasic course of female sexual 
function there are non-specific fluctuatio1 
ance, the relation of which to conditions 
against tuberculosis is not well understo 

SELLHEIM states that the obstetrician | 
only with the technique of the interrupt 
nancy and it is for the internist to decide whether 
the pregnancy should be interrupted. In the Ire 
quent doubtful cases the pregnant wom should be 
given the right to decide. If the disease is incur ble 
or if a recurrence is probable, sterilizat: should be 
done when the pregnancy is interrupted! «is contr 
ceptive measures have proved unre! In al 
cases interruption of pregnancy is a us opere 
tion and should b> kept properl) n clinica 
bounds. 
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RitscHEL states that although sanatoria™ have 
today been opened to a greater extent to tuberculous 
pregnant women, the number of pregnant women 
among sanatorium patients is very low. In the year 
1030 there were only 8 pregnant women among 1,088 
admissions, and in 10 women pregnancy had been 
interrupted previously. It is very difiicult to subject 
the patients to the protracted treatment. To the 
lung specialist the character of the tuberculous 
process is of decisive importance in determining the 
necessity of interrupting the pregnancy. In apical 
processes with small foci, the interruption of preg- 
nancy should be refused if there is no bacillary ex- 
pectoration or definite hemoptysis. In other types 
of tuberculosis already existing before the onset of 
pregnancy, general rules of procedure cannot be 
established. In simple cirrhosis without signs of 
activity for two years, the interruption of pregnancy 
can be denied if the patient is kept under careful 
observation. In the presence of fresh infiltration 
and infiltrative recurrence in old fields of induration, 
interruption of the pregnancy should undoubtedly 
be carried out in the first few months. In the most 
severe forms of the disease and after the fourth 
month interruption is usually useless. 

GraGert believes that there are reciprocal rela- 
tions between the gravid organism and tuberculous 
disease. Aggravation of the tuberculosis does not 
necessarily occur as the result of pregnancy, labor, 
and puerperium. Improvement and cure of the 
tuberculosis with continuation of the pregnancy is 
possible with suitable treatment in a large number of 
cases, even those of pulmonary tuberculosis. A pre- 
requisite for this result is the establishment by sana- 
toria of departments for pregnant women, which 
departments should be under the joint direction of 
an internist and an obstetrician. It should be the 
luty of the obstetrician to reduce to the minimum 
the load imposed on the body by the pregnancy by 
regulating the diet and possibly by medical meas- 
ires, to conduct the labor as carefully as possible, 
and to hasten the processes of involution in the puer- 
perium by drugs and complete isolation of the child 
irom its mother. In some cases, especially those of 
pulmonary tuberculosis, the interruption of preg- 
nancy is unavoidable. 

HEGLER reports that in a case of severe pulmonary 
tuberculosis on the left side with positive bacillary 
iindings, an artificial pneumothorax was induced in 
the sixth month of pregnancy. A healthy child was 
born and ~ tuberculosis of the mother slowly be- 
Came cured. 


BOENNIGI R reports the case of an eighteen-year- 
| patient with severe, open, cavernous pulmonary 
uberculosis who, under good nursing care and pneu- 
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nothorax therapy, withstood pregnancy 


well 
though her social conditions were poor. It ap- 
peared that a favorable change occurred in the 
vganism as the result of the pregnancy. A pro- 
“nged period of observation, not necessarily in a 
“imc, 1s of decisive importance whenever the ques- 
“Nol interrupting a pregnancy presents itself. 


CoBET, FRISCHBIER, and KREMER state that in 
active pulmonary tuberculosis labor is the chief 
source of danger, and that in certain forms of the 
disease it is necessary, as a matter of principle to 
interrupt the pregnancy by the third, or at the latest, 
by the fourth month. The interruption of pregnancy 
is indicated in active, open, progressing pulmonary 
tuberculosis and severe toxic, exudative, or extensive 
cavernous phthisis; undoubtedly also in early infil- 
tration because of its tendency to break down and 
disseminate subsequently. In definitely inactive 
tuberculosis (apical tuberculosis) interruption should 
be denied. In stationary, benign chronic, fibrous 
phthisis, a decision can be reached only by prolonged 
observation and from a report of a welfare station; 
in such doubtful cases the psychic condition of the 
patient should also be considered. Sterilization 
should be considered only when improvement is not 
to be expected or the woman greatly desires it. For 
interruption of a pregnancy that is too-far advanced, 
conservative or collapse therapy in a sanatorium 
should be considered. Special obstetrical depart 
ments in sanatoria with the co-operation of lung 
specialists and gynecologists are urgently required. 

STRAKOSCH (G). 


LABOR AND ITS COMPLICATIONS 


Reis, R. A., Baer, J. L., Arens, R. A., and Stewart, 
E.: Traumatic Separation of the Symphysis 
Pubis During Spontaneous Labor; with a 
Clinical and X-Ray Study of the Normal 
Symphysis Pubis During Pregnancy and the 
Puerperium. Surg., Gynec. & Obst., 1932, lv, 336. 

Of 25,000 women delivered at the Michael Reese 

Hospital, Chicago, in the period from 1012 to 1931, 

rupture of the symphysis pubis during spontaneous 

labor occurred in only 5. This agrees with the rarity 
of the complication reported in the literature. In 

an X-ray study of the symphysis pubis in 54 

women during pregnancy, labor, and the puerperium 

Brehm and Weirauk found no separation at all 

in only 47 per cent. In 27 per cent they found a 

separation of from 0.5 to 0.9 cm., and in 26 percent 

a separation of more than o.9 cm. with symptoms. 

The authors believe that their conclusions are erro- 

neous because X-ray findings are of little diagnostic 

value unless the rupture produces a gross separation. 

After briefly reviewing the anatomy of the sym- 
physis pubis the authors discuss the changes oc- 
curring in the symphysis pubis in pregnancy. The 
changes in the ligaments of the symphysis pubis 
have been attributed to the increased blood and 
lymph supply occurring in the pelvic region during 
pregnancy. The authors have subjected the physio- 
logical changes in the ligamentous structures of the 
pelvis and the hypermotility of the symphysis pubis 
to a careful roentgenological and clinical investiga 
tion and have made a comparative roentgenological 
study of the female and male pelvis. 

According to Keller, rupture of the svmphysis 
pubis in spontaneous labor is due to the marked 
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intensity of the uterine contractions plus marked 
rapidity of labor. This explanation is completely 
corroborated by the authors’ findings. 

The force necessary to tear the pubic ligaments 
and permit rupture of the fibrocartilaginous symphy- 
sis pubis has been determined experimentally. In 
studies made in 1864 on 7 female pelves, Poulett 
found that between 170 and 200 kgm. of direct pull 
were necessary to rupture the symphysis pubis. This 
finding has been corroborated. 

The injury is primarily a rupture of the pubic liga- 
ments followed by tearing of the fibrocartilaginous 
union at the symphysis. There is rarely a complete 
separation of the joint; nearly always a bridge of 
fibrocartilage remains. 

Hemorrhage into the involved area is usual and 
results in the oedema. At autopsy on 5 primipare 
who died within twenty-four hours after delivery, 
Loeschke found hemorrhage into the symphysis 
pubis with tearing of the ligaments but no separa- 
tion in 3. The cavities produced by the tearing of 
the ligaments were filled by a serosanguineous fluid. 

The authors present a chronological summary of 
62 cases reported in the literature and 5 others. 
After an extensive critical review of the literature 
and their own material they agree with Keller that 
separation of the symphysis pubis in spontaneous 
labor may be regarded most logically as the result of 
marked intensity of the uterine contractions plus 
marked rapidity of labor. The force that causes the 
separation is a wedge effect produced by the violent 
thrust of the fetal head through the superior strait. 
Sacro-iliac involvement occurs when the separation 
is extensive and involves tearing of the ligaments on 
the anterior surface of the synchondroses with only 
tenderness as a possible joint symptom. 

The typical physical findings consist of oedema 
and swelling, tenderness, pain on pressure, and a 
characteristic waddling gait. Of the 67 women 
whose cases are reviewed, 39 per cent had a con- 
tracted pelvis and 67 per cent overweight babies. 

As a rule the symptoms of separation of the 
symphysis pubis develop during labor or within the 
first twenty-four hours after delivery. Usually the 
first and chief symptom is pain in the joint. 

The authors found that the semi-sitting posture is 
best for roentgen study of the symphysis pubis in the 
3 projections. In 80 women subjected to repeat 
roentgen examinations at short intervals throughout 
the course of their pregnancy and puerperium no 
characteristic changes in the symphysis pubis due to 
pregnancy were noted. 

The complications of separation of the symphy- 
sis pubis include infection with or without abscess 
formation, sepsis, hemorrhage, and non-union. The 
mortality in the collected series of cases was 9 per 
cent. Recovery was complete within two months in 
over 60 per cent. The authors have found that when 
separation of the symphysis pubis is followed by 
complete recovery it has no effect on subsequent 
labors and the joint is not affected by subsequent 
labors. 


The proper treatment consists of absolute rest jp 
bed with immobilization of the entire pelvic girdle 
Immobilization may be obtained by means of sand 
bags or adhesive tape strapping. The authors rec 
ommend circular compression by weights and pul- 
leys as the most logical form of fixation. ( 
ally open reduction and fixation are necessur\ 

LEOPOLD GOLDstTrIN, \I.D 
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PUERPERIUM AND ITS COMPLICATIONS 


Sommer, K.: The Nature, Route of Dissemination, 
and Treatment of Puerperal Septic General 
Infection (Wesen und Ausbreitungswee der puer 


peralen septischen Allgemeininfektion 1 ihre 
Therapie). Zétschr. f. Geburish. u. Gyna 22. cj 
645. 


In this article the author attempts to explain his 
conception of the nature of puerperal sepsis. His 
theory is based on a total of 400 cases of severe puer 
peral general infection, but especially on 41> cases of 
puerperal fever observed during 1930 in the \ irchoy 
Hospital in Berlin. 

After feverless spontaneous delivery, bacteria are 
found in the uterine cavity regularly within fort 
eight hours. Local disease, puerperal endometritis 
occurs only when the bodily resistance is lowered or 
the organisms are of more than usual pathogenicity 
Even then there is no flooding of the body with bac 
teria, but merely an invasion of the blood stream by 
toxins. This invasion is frequently accompanied by 


a chill. The chill is the reaction of the body to an 
inundation by toxins which is due to the absorptior 
of toxins from the uterus or the liberation of toxins 


by the destruction of bacteria in the blood. The 
interval between bacterial invasion and 
chill is about two hours. 

In some cases the endometritis may be the source 
of a general infection. When the condition runs a 
foudroyant course no reactions of resistance are en 
countered; the patient is overcome rapidly. In other 
cases there is time for the development o! phlebitis 


the toxic 


of the small veins of the uterus without, however, 
sufficient interval for the development oi! a protec 
tive thrombosis. In cases with better resistance 
thrombosis will develop in the small veins and kee] 
the process localized for a time. To lymphangitls 
the body is able to offer little resistance. he lym 
phogenic advance of the bacteria follows the cours 
of the vessels, causes an interstitial phlegmon ol the 
parametrium, or breaks through and provuces pet 
tonitis. The perivascular or the interst’ ial phleg 
monous processes lead secondarily to } ul diseas 
of the vessels, especially of the veins, infectio 
of the venous walls is followed by thrombosis @s¢ 
defense reaction. Under these conditions the throm 


bosis is to be regarded, not as an etiological lactor! 
the disease, but as a curative process. [1 some cast 
the metastatic focus breaks down, forn 
ary septic foci from which bacteria entc! the blood 
stream. These secondary foci may be of extrem 
importance in the further course of the «isease 


g second 





th 
an 
dr 
Ou 


OBSTETRICS 


In addition to the lymphogenic and the secondary 
hematogenic dissemination, there is a primary 
hematogenic spread due to the breaking down of 
endophiebitic thrombi. This primary hxmatogenic 
invasion of the blood stream by bacteria may lead 
to the formation of abscesses in the walls of veins 
ata distance from the focus of infection. Like endo- 
carditis, these abscesses are always secondary mani- 
festations. 

From these theoretical considerations it follows 
that sepsis and pyemia cannot be separated clini- 
cally as they are manifestations of the same process. 
Pyemia develops in puerperal general infection 
when the resistance of the body is better or the 
pathogenicity of the bacteria is less. Thrombi are 
formed to wall off an endophlebitic focus, but later 
break down and produce metastatic foci. Accord- 
ingly the entire process is a septic general infection. 
It should not be designated according to the indi- 
vidual clinical symptoms such as chills, peritonitis, 
endocarditis, or thrombophlebitis, but should be 
called sepsis with peritonitis, endocarditis, or throm- 
bophlebitis, and the word “pymia” should be dis- 


carded as it leads to a false conception of the primary 
process. 

Sommer is convinced that medicinal treatment of 
this condition will develop in the future. Alcohol, 
antitoxin, and the administration of calorose by 
drop infusion, often for as long as a week continu- 
ously, have proved of value. 


Blood transfusion is 
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beneficial especially in the presence of anemia de- 
veloping during the course of a chronic process. The 
medicament particularly recommended is euthagen, 
a silver-sulphur-sugar preparation. Early incisions 
into the parametrium should be made for drainage, 
even before pus has formed. Extirpation of the 
uterus is not recommended except in cases of sepsis 
due to gas gangrene. Sommer emphasizes that early 
ligation of veins will not influence the primary focus, 
but may be indicated later in the course of the dis 

ease when phlebitic metastases begin to appear. 
Contrary to the statements of Martens, Sommer 
maintains that pywmia cannot be recognized early. 
He says that if venous ligation were done within the 
first few days in all cases with initial chills, as Mar 

tens recommends, operations would be performed in 
cases in which pyemia would not have developed 
under any circumstances. It is only later in the less 
stormy cases, when the active lymphogenic bacterial 
invasion has regressed and further invasion is oc 

curring passively because of the breaking-down of 
infected thrombi, that the indication for venous 
ligation may appear. Sommer prefers the extra 

peritoneal technique for the operation, but does not 
entirely reject the intraperitoneal route. .In the 
future he will operate early only in cases of septic 
general infection exhibiting the clinical picture of 
pymia, the most important criterion of which is the 
demonstration of bacteria in the blood. 

BRUEHL (G),. 





GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Jehiel, B.: An Experimental, Roentgenological, 

and Clinical Study of Intravenous Urography 

Contribution a l’étude expérimentale, radiologique 

et clinique de l’urographie intraveineuse. tude 

critique). J. d’urol. méd. et chir., 1932, xxxiii, 419, 
§25; XXX1V, 29. 

Intravenous urography, introduced two years 
ago, was immediately received favorably almost 
everywhere. However, the initial enthusiasm re- 
garding it soon gave place to scepticism and some 
urologists now consider the method without value. 
In this article Jehiel attempts to determine the true 
status of the procedure and to establish precise indi- 
cations for its use. His conclusions are based on the 
literature and his own experience. The opaque me- 
dium discussed is uroselectan. 

Uroselectan is eliminated unaltered in the urine, 
but is capable of provoking certain changes in the 
blood, such as a decrease in the chlorides and an in- 
crease in the urea and cholesterin, which explain 
occasional intolerance to it. 

Attempts have been made to determine the func- 
tion of the kidneys by studying the elimination of 
uroselectan. Experiments show that the rate of ex- 
cretion becomes stable only after a period of from 
four to ten hours, a practical disadvantage. More- 
over, although in general the results parallel those of 
the phenolsulphonphthalein test and Ambard’s con- 
stant, they are much less constant and precise. The 
quantity of uroselectan excreted is best determined 
by analyzing for iodine. The procedure is somewhat 
too complicated for an ordinary clinical laboratory. 
Ninety per cent of the drug should be eliminated in 
ten hours. 

An approximate idea of the elimination can be 
obtained by determining the specific gravity of the 
urine. When the kidney is normal, the specific grav- 
ity reaches from 1,050 to 1,060 by the fourth hour 
and then quickly falls to 1,030, where it remains for 
from twenty-four to thirty-six hours. This method 
cannot be very exact because of the variation of the 
other urinary substances, notably urea. As uro- 
selectan lowers the output of phenolsulphonphtha- 
lein, the phenolsulphthalein test, when necessary, 
should always precede urography with uroselectan. 

Certain precautions must be observed in the uro- 
graphic examination. The solution must be fresh 
and made up in double distilled water. A frequent 
cause of failure is gas in the intestine. Of the various 
methods of preparing the patient, the most simple 
ones are the most effective. A purge should be given 
the preceding night and an enema in the morning. 
The*standard dose of uroselectan at present is 30 
gm., but there is a tendency to reduce it to 20 or 
even 15 gm. The roentgenograms are usually taken 
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five, forty-five, and seventy-five minutes after the 
intravenous injection. However, when the elimi- 
nation is poor it is best to delay the last roentgeno- 
gram until the second or third hour. Wigert places 
a catheter in the bladder and makes the roentgeno- 
gram when the specific gravity of the urine reaches 
its maximum. 

The time of appearance of the shadow gives some 
idea of the state of renal function. 

The factors especially influencing the quality of 
the roentgenogram are intestinal gas, the concentra- 
tion of uroselectan in the urine, and the pyelo- 
ureteral peristalsis. Elimination of the gas is ia- 
vored by the preliminary purgative and enema 
Pituitrin and opium are of little value. An abdomi 
nal band has been of some service. Some workers 
take a preliminary roentgenogram and if gis is pres- 
ent pass a high rectal tube. Concentration of the 
drug in the urine is increased by limiting the fluid 
intake a few hours before and during the examina- 
tion. The greater the stasis in the urinary tract the 
more readily the ureters are visualized. Stasis may 
be favored by the Trendelenburg position or a 
marked lordosis. Distention of the bladder is oi 
value only if it is pushed to extreme limits 

The dangers of intravenous urography 
both exaggerated and minimized. Thrombosis and 
abscess are caused by faulty technique and are easil| 
avoided. Some of the fatalities have been due to us 
of the method in the presence of detinite contra- 
indications. 

Among possible complications which are usuall 
benign are pain along the vein during the injection, 
sweating, headache, and slight chills. More grave, 
but less common complications are delayed rea 
tions, which include profound prostration, pallor 
vomiting, and fever. Syncope, shock, cutaneous 
eruptions, and tetany have been reported, but in 
most of the cases occurred at the time when large 
doses of uroselectan were used and the product was 
less satisfactory than it is today. 

Graves’ disease and an idiosyncrasy to iodine att 
theoretical but not practical contra-indications t 
the method. Absolute contra-indications are glom- 
erulonephritis, severe cardiac disease, and hyper 
tension. In any doubtful case it is best to make@ 
phenolsulphonphthalein test. 

The information afforded by intravenous urog 
raphy includes the conformation of the urinary 
tract, the motility of the renal pelvis and the ureter 
and the excretory capacity of the kidne) 

The images obtained have certain char 
As the shadows are less dense than those 0b 
by ureteral catheterization, fluoroscopic examin 
is of little value and the reading of the roentge™ 
ograms requires much special experience and pr 
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tice Weakness of the shadows may be caused by 
faulty technique or polyuria. 

The form of the image is modified by pyelo- 
yreteral peristalsis. It therefore depends upon the 
moment at which the roentgenogram is made. When 
stasis is present the shadow may be intense even 
when renal function is markedly impaired. 

Because of these facts it is evident that conclusion; 
drawn from the appearance of the image alone are 
not altogether reliable. 

Normally, the ureter is seldom visible throughout 
its length. When it is completely visible, atony is 
present, but this is not necessarily pathological. 
Occasionally no image is obtained, even in the 
absence of disease. This may be explained in some 
cases by hypermotility of the pelvis and ureter. As 
4 rule, however, it indicates non-function or con- 
genital absence of the kidney. 

[In comparing intravenous urography with ureteral 
catheterization the author says that the latter gives 
more satisfactory images and in spite of some disad- 
vantages is in general superior to the former. How- 
ayer, intravenous urography has a special field of 
usefulness when for some reason ureteral catheriza- 
tion is impracticable. It is indispensable in cases of 
tight ureteral stricture, excessive enlargement of the 
prostate, intense cystitis, abundant hematuria, an 
invisible ureteral orifice, certain crateriform ureteral 
orifices, and stenoses, spasms, kinks, and calculi. It 
is especially suited to the examination of infants. 

Certain indications depend upon the disease pres- 
ent, but the method must be employed in conjunc- 
tion with microscopic and chemical examination of 
the urine and the phenolsulphonphthalein test. 

In renal tuberculosis, ureteral catheterization is of 

most advantage. Theoretically it is associated with 
the danger of inoculating the healthy kidney, but 
practically this danger is non-existant. When this 
procedure is not feasible, the intravenous method 
may be used provided the diagnosis has been estab- 
lished bacteriologically and renal function is ade- 
quate. The information obtained is usually very 
exact. However, the pelvis of the supposedly 
healthy kidney must always be visualized perfectly. 
In very early cases the method is of no value. When 
the tuberculosis is bilateral the dangers are very 
great. 
Because of the associated stasis, hydronephrosis 
gives very excellent images. This is true even in ad- 
vanced cases in which the renal parenchyma is re- 
duced to a thin shell. Likewise in cases with symp- 
toms of chronic pyelonephritis, cases of malforma- 
tion of the urinary tract, and cases of pyelitis of 
pregnancy, intravenous urography is the method of 
choice. It is valuable also in cases of transparent 
calculi, and for the identification of extrarenal 
shadows, ALBERT F. De Groat, M.D. 


Masnata, G.: Traumatic Renal Lithiasis (Litiasi 
renale traumatica). Clin. chir., 1932, viii, 651. 


; The author reports four cases of traumatic renal 
ithiasis which he believes is not a very rare condi- 
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tion. Three of his patients were males who had been 
traumatized from three to twenty-five years pre- 
viously. In all four, the right kidney was involved. 
In three cases the injury had been followed by 
definite hematuria. Masnata believes that hama- 
turia occurred also in the other case, but was prob- 
ably too slight to be noticed. Two of the patients 
were confined to bed for a rather long time after the 
injury. According to Chauffard, recumbency favors 
the formation of renal stones. Two of the author’s 
patients were treated by nephrotomy and two by 
nephrectomy. All of them were cured. 

Masnata believes that traumatic renal lithiasis 
may be of great medicolegal importance, but states 
that it may be very diflicult to prove the relation- 
ship of renal stones to an injury. 

EuGENE T. Leppy, M.D. 


Colston, J. A. C.: Calcified Cysts of the Kidney. 
Bull. Johns Hopkins Hosp., Balt., 1932, li, 125. 

The author reports six cases of calcified cysts of 
the kidney. 

Calcified cysts arise from one of two causes: (1) 
hemorrhage into a simple serous cyst, or (2) a peri- 
renal hematoma. In the last of the six cases reported 
the direct etiological factor was certainly trauma. 

On microscopic study the cyst wall is seen to con 
sist of fibrous and scar tissue with irregular areas of 
calcification and no evidence of a lining. 

The symptoms are those resulting from the pres- 
sure and weight of the cyst. The mass can usually 
be palpated, at times by the patient himself, and a 
good flat roentgenogram will show its outline. 

The treatment of choice seems to be marsupializa- 
tion with excision of as much of the cyst wall as is 
feasible. Prevention of the development of such 
cysts depends upon the removal of simple cysts 
before the occurrence of intracystic hemorrhage and 
the correct treatment of the traumatized kidney. 

ANDREW MCNALLy, M.D. 


Stone, E.: Heminephrectomy. J. Urol., 1932, xxviii, 
301. 

Stone discusses the indications, technique, and 
end-results of heminephrectomy. He states that 
heminephrectomy is indicated in double kidney 
when the disease is limited to one section and a 
suilicient secretory area is present in the other seg- 
ment. The degree of demarcation between the two 
halves, their blood supply, and the condition of the 
pelves and ureters should be considered. In the 
cases treated by heminephrectomy which are re- 
viewed by the author the mortality and morbidity 
were low. GILBERT J. Tuomas, M.D. 


De la Pena, A., and De la Pena, E.: Artificial Occlu- 
sion of the Ureter Previous to Nephrectomy in 
Early Renal Tuberculosis. The Preliminary 
Report of an Experimental and Clinical Study. 
J. Urol., 1932, xxviii, 343. 

The authors recommend artificial occlusion of the 
ureter leading from a kidney which is infected with 
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acid-fast organisms. In cases of unilateral renal 
tuberculosis this procedure aids the development of 
compensatory hyperfunction of the healthy kidney, 
decreases the danger of death from nephrectomy, 
and apparently helps to prevent infection of the 
genital organs, and prevents infection of the other 
kidney in case of reflux from the bladder. It is sug- 
gested also as treatment for tuberculous cystitis in 
unilateral hydronephrosis and pyonephrosis. Diffi- 
culties may arise in case of sudden hydronephrosis 
and pyonephrosis, and peritonitis may develop if 
the technique is faulty. Grsert J. THomas, M.D. 


BLADDER, URETHRA, AND PENIS 


Leo, E.: A Contribution to Our Knowledge of 
Femoral Cystocele (Contributo alla conoscenza 
del cistocele femorale). Arch. ital. di chir., 1932, 
XXXl, 401. 

Leo reports the case of a woman thirty years of 
age who developed an irreducible femoral hernia 
on the right side. Pressure upon the hernial sac 
in an attempt to reduce it by taxis caused a desire 
to urinate. At operation, an intraperitoneal type 
of urinary cystocele was found incarcerated in the 
hernial sac. The bladder was reduced and the 
hernia repaired. Uneventful recovery resulted. The 
author was able to collect only nineteen similar 
cases from the literature. 

In reviewing the clinical and anatomical charac- 
teristics and the various theories regarding the 
pathogenesis of vesical herni.e, Leo states that over- 
distention of the bladder for a long time allows the 
formation of intraperitoneal, extraperitoneal, or 
paraperitoneal adhesions between a portion of the 
bladder wall and the hernial orifice. The resulting 
immobilization of the bladder wall leads to loss of 
the contractile function of that portion of the blad- 
der and subsequently to hypotonicity and partial 
atrophy of the fixed musculature. The remaining 
bladder muscle becomes hypertrophic to compensate 
for the fixation of the bladder. Increased intra- 
vesical pressure gradually forces the adherent blad- 
der wall into the hernial orifice and forms a diverticu- 
lum in the hernial sac. 

The author cites the rare types of congenital 
vesical hernia. Peter A. Rost, M.D. 


Makar, N.: Cystoscopic Appearances of Bilharziasis 
of the Bladder. Brit. J. Urol., 1932, iv, 2009. 

The cystoscopic findings in bilharziasis of the 
bladder depend essentially on infiltration of the vesi- 
cal tissues by bilharzial ova and the pathological 
processes resulting therefrom. 

When the lesions occur on the mucous membrane 
or in the submucous layer of the bladder they can 
be easily detected with the cystoscope. As a rule 
their appearance is typical, but sometimes may 
closely resemble that of another disease such as 
tuberculosis or cancer of the bladder. 

In some cases the bilharzial lesions may be limited 
to the deeper vesical structures, the cystoscopic ap- 


pearance of the mucous membrane remaining nor. 
mal. The mucous membrane may appear normal 
even when the deep lesions have advanced to a stage 
of calcification evident on X-ray examination. \s q 
rule, however, such deep lesions affect the mucous 
membrane. 

It is exceptional for the disease to be unilorml 
distributed throughout the bladder. In most cases 
it is limited to the trigone and the ureteral openings 
From these areas it spreads first to the posterivy wall 
and finally to the summit. In some cases the sum 
mit may be the only area presenting the 1\ pical 
appearance of the condition. 

The lesions of the mucous membrane may «ppear 
in the form of hyperemia, tubercles, nodulc ers, 
or papillomata. 

One of the results of infiltration of the sub:nucous 
layer of the bladder by bilharzial ova is the forma 
tion under the mucous membrane of tumior-like 
masses of varying size. The mucous membrane 
stretched over these masses may be perfect!y nor 
mal or covered with tubercles. The masses ovcur as 
a rule in the floor and the posterior wall of the blad- 
der. 

The effects of infiltration of the deep blader tis 
sues by bilharzial ova and the accompanying /ibrosis 
and calcification can be studied by cystoscopy onl 
to a very limited degree. 

Bilharziasis predisposes to stone formation and 
accounts to a certain extent for the preval 
vesical calculi in Egypt. When infection su; 
ulceration occurs and the ulcerated spots become 
caked with phosphates. Cystoscopy then reveals 


nce ot 


rvenes, 


whitish blotches or plaques dispersed irregularly 
over a deep red surface. 

In cases of infection, tall processes with {liuliy mar 
gins and fleecy surfaces are silhouetted on a ragged, 
cloudy mucous membrane. Here and there shaggy 
nodular masses lie scattered with ulceration and 
bleeding in and around them. The picture is not un 
like that of cancer of the bladder, and the dilicrentia- 
tion between the two conditions may be di.iicult 

In the early stages the clinical picture of bil- 
harzial carcinoma of the bladder is so vague that 
the disease may be mistaken for an exacer) ation or 
recrudescence of an old bilharzial trouble. by the 
time the symptoms and signs have become <eiinite, 
the cancer is so advanced that death occurs withina 
year. . 

The cystoscope may reveal bilharzial carcinoma 
in a villous or a nodular form. The villous form Is 


the more common. ; 

Most of the bilharzial changes described in con 
nection with bladder occur in the intravesical parts 
of the ureter. Except when they lie at the orifice 
of a ureter, such lesions are usually hiiden Irom 
cystoscopic view. However, when the i ravesical 
portions of the ureter is fibrosed and calcitied by 
bilharzial infiltration, they present a detinite cysto- 
scopic picture. 

The ureteral orifice may assume all sor! 
and sizes. Its lips may be thickened irrcy 
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bilharzial tubercles or nodules. The opening may be 
plugged and obliterated by a papilloma. 
The size of the opening may be markedly reduced. 
Sometimes the opening resembles a golf hole, as in 
tuberculosis of the bladder. In some cases it may be 
retracted and lie on a more posterior plane than the 
opening of the other ureter. Sometimes it may look 
normal and admit the tip of a ureteral catheter, but 
immediately above it the lumen of the ureter may be 
stenosed C. TRAVERS STepiTa, M.D. 
Tarozzi, G., and Bucciardi, G.: Congenital Nar- 
rowing and Atresia of the Urethra (Sui restrin- 
cimenti e sulle atresie congenite dell’uretra). Arch. 
ital. di urol., 1932, Vill, 539. 

The authors studied two cases of congenital nar- 
rowing of the urethra. One was that of a woman 
who died at the age of fifty-two years and the other 
that of an infant ten months old. The autopsy 
and histological findings are reported in detail. In 
the first case very marked hypertrophy and hyper- 
plasia of the bladder were found. 

In a comparison of congenital and acquired 
strictures of the urethra some characteristic dif- 
ferences were noted. In congenital strictures the 
hyperplasia of the nerve-ganglion tissue of the blad- 
der which accompanies the hypertrophy and hyper- 
plasia' of the muscular tissue is especially marked. 
[he hypertrophy of the muscle tends to overcome 
the hindering effect of the stricture on the urinary 
outflow. The serious changes are due to stricture 
of the ureters consequent upon the hyperplasia. 

A. Louis Rost, M.D. 


GENITAL ORGANS 


Caulk, J. R., and Boon-Itt, S. B.: Carcinoma of the 
Prostate. Am. J. Cancer, 1932, xvi, 1024. 


The authors report on 222 cases of carcinoma of 
the prostate seen at the Barnes Hospital, St. Louis, 
and in private practice. Cancer of the prostate is 
responsible for 5.6 deaths in every 1,000 deaths of 
males. Its prevention requires correct treatment of 
precancerous chronic inflammation. 

In the cases reviewed the diagnosis was made by 
rectal examination supplemented, when possible, by 
microscopic examination of tissue removed with the 
punch. The average age of the patients when they 
vere first seen was sixty-three years. The initial 
symptoms were those of obstruction, namely, fre- 
quency and difficulty of urination. Acute retention 
n the presence of comparatively mild urinary symp- 
‘oms Is suggestive of malignancy. In a small per- 
centage of the cases the complaints were not refer- 
able to the urinary organs but were suggestive of 
‘tension or metastasis. The blood picture was not 
‘ypical, but the red cell count and the percentage of 
‘emoglobin were distinctly lower in cases with 
‘keletal metastases. On cystoscopic examination it 

‘as lound that the carcinomatous prostate tended 
‘oward a collar arrangement or contracture and was 
t to show irregularities and cystic and bullous 







GENITO-URINARY SURGERY 41 


changes. Occasionally it presented deposits of fibrin 
and submucous hemorrhage. An important feature 
was a puckering of the mucosa at the sites where the 
seminal vesicles are in contact with the bladder wall. 
Of 197 cases, 51.3 per cent presented demonstrable 
lesions beyond the prostate gland, and in 40.6 per 
cent the process had extended beyond the prostate 
and seminal vesicles. 

The treatment of choice is the cautery punch 
operation in conjunction with radium and X-ray 
therapy. Of the cases reviewed, relief of obstruction 
was obtained in 72 per cent. ‘Twenty-nine per cent 
of the patients lived or are living over three vears, 
and ro per cent over five years. 

ANDREW MCNALLY, M.D. 


Martin and Sermet: Two Cases of Multiple-Tissue 
Tumors—Cystic Embryomata—of the Epi- 
didymis (Sur deux cas de tumeurs 4 tissus multi 
ples—embryomes kystiques—de l’épididyme). J 
d’urol. méd. et chir., 1932, XXxiii, 513. 

Whereas acute and chronic inflammations of the 
epididymis are very common, benign and malignant 
tumors of this organ are very rare. The authors re 
port two cases of benign tumor. 

In the first case, that of a man of seventy years, a 
tumor the size of a hen’s egg, flattened in the trans 
verse diameter and appended to the cord, was dis 
covered in the right half of the scrotum at examin- 
ation for prostatic hypertrophy. On palpation of 
the neoplasm two different sections were distin 
guished. Below and in front there was a smooth 
portion the size of an almond which was soft or 
pseudo-fluctuant (puncture yielded no fluid) and 
very painful on pressure. This was the testicle. 
Behind and above there was a very hard portion 
with a surface presenting numerous nodules such as 
are found in syphilis of the testicle. Here the tumor 
involved definitely the epididymis and not the testi 
cle. The Wassermann reaction was negative. The 
patient stated that the tumor had been present for a 
long time, but did not increase in size or cause pain. 
Old calcified tuberculosis of the epididymis was sus 
pected. Operation revealed a mixed tumor, an 
embryonic cyst of the epididymis containing ele 
ments of mesodermic origin, ossified fibrous tissue, 
smooth muscle fibers, and elements of ectodermic 
origin such as the epithelial covering of the larger 
cyst and of the microcysts in its wall. 

In the second case, that of a man sixty-one years 
of age who also had enlargement of the prostate, a 
tumor was found in the left side of the scrotum. The 
patient stated that the neoplasm had been present 
all his life, but had never caused any disturbance. 
It was about the size of a nut and was composed of 
two parts. Below and in front there was a hard por 
tion with an irregular surface which was about the 
size and shape of the testicle, while behind this por 
tion there was a soft mass which resembled the 
epididymis. A syphilitic tumor of the testicle was 
suspected, but the Wassermann test was negative. 
The patient consented to removal.of the tumor dur 
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ing the operation for the prostatic hypertrophy. 
The neoplasm was found to be composed of connec- 
tive, fibrous, and bony tissue. Difficulties in decalifi- 
cation rendered it impossible to determine with cer- 
tainty that the cysts were covered with epithelium, 
but it seems probable that this was true as they were 
filled with sebaceous matter as in the first case. 

Hinman and Gibson classify tumors of the epi- 
didymis into the following two groups: 

1. Benign tumors: epithelial, mesoblastic (fibro- 
mata, lipomata, leiomyomata) or heterologous. 
The latter are the cystodermoid tumors. 

2. Malignant tumors. Like those of the first 
group, these may be epithelial, mesoblastic, or 
heterologous. The latter are the teratomata. 

Rubaschow classifies tumors of the epididymis 
only according to cell type, without regard to their 
clinical course. He distinguishes the following three 
groups: 

1. Heterotopic tumors, comprising the tumors 
developing from the primary embryonic cells (tera- 
tomata and teratoids) and tumors developing from 
mesodermal rests or rests of the wolffian body. 

2. Tumors springing from the normal tissues of 
the epididymis, aberrant seminiferous tubules, or 
interstitial cells. 

3. Tumors springing from ordinary tissues, such 
as sarcomata and lipomata. 

So few cases have been reported that it is difficult 
to say which of these classifications is the better. 
The authors are inclined to prefer the classification 
of Hinman and Gibson. 

The article is concluded with a review of the litera- 
ture on benign tumors of the epididymis. 

EpiTH S. Moore. 


McClure, J., Sanguinetti, H. H., and Carlton, 
C. H.: The Pathology, Diagnosis, and Treat- 
ment of Two Cases of Malignant Disease of the 
Testicle. Brit. J. Urol., 1932, iv, 217. 


Malignant disease of the testicle is comparatively 
rare. Kelly and Huepper estimate from the litera- 
ture that malignant testicular tumors constitute 
only from 1 to 3 per cent of all malignant tumors in 
man. 

Tumors of the testicle are classified by Southam 
and Linnell as follows: 

1. Benign: (a) teratoma, (b) mixed-cell tumors. 

2. Malignant: 

a. Carcinomata: (1) spheroidal-celled car- 
cinomata, (2) spermatocytoma, (3) chorion- 
epithelioma. 
b. Sarcoma. 

Diversity of opinion as to the nature of malignant 
tumors of the testicle has probably influenced surgi- 
cal treatment of such neoplasms. Today it is gener- 
ally held that sarcoma of the testicle is especially 
rare. As the transmission of sarcoma from the primary 
focus occurs usually through the blood stream 
and not by way of the lymphatics, it appeared in 
the past that little was to be gained by subjecting 
the patient to the dangerous removal of an extensive 


area of lymphatic tissue and the surgeon was content 
with simple castration. Since the carcinomatoys 
nature of the majority of malignant tumors of the 
testicle has been recognized, a radical operation cop. 
forming to radical operations in other parts of the 
body is performed when carcinoma of the testicle js 
seen sufliciently early. The authors report two cases 
in which a radical operation was performed 

The patients were twenty-eight and thiri 
of age, a time of life associated with teratomata 
rather than pure carcinomata. Both presented car- 
cinomatous degeneration of a teratoma, hut one of 
them had an adult type of carcinoma as well, In 
both, there was an almost painless, continuously 
progressive solid enlargement of a normally placed 
right testicle. The testicle was unattached to the 
skin. It felt nodular and was heavy as compared 
with its fellow. The epididymis was distinct, and 
the cord and vas felt normal. No hydrocele and no 
glandular enlargement was detected on pre-opera- 
tive examination, and there was no cough or cachexia 
suggesting secondaries. 

The differences between the two patients were 
few, but significant. One of them gave a twelve 
weeks’ history starting with trauma. [lis testicle 
was the size of a duck’s egg and had lost its normal 
shape. The lymphatic area resected at operation 
contained no secondary new growth except a cystic 
tumor connected with the spermatic cord. \t opera- 
tion the latter was not regarded as a lymphatic 
gland, but subsequently was found to be a !ymphatic 
metastasis. The testicle was the site of a seminoma 
and a teratoma. The latter was undergoing carci- 
nomatous degeneration. Death occurred within six 
months after the operation. 

In the case of the other patient the history was of 
only six weeks’ duration. The testicle was the size 
of a hen’s egg, but had retained its shape. Jt was the 
site of a teratoma undergoing carcinom: 
generation. This patient is still alive. 

In the diagnosis, absence of translucency ex- 
cluded a recent hydrocele, and the short history 
made it clear that the tumors were not old hydro- 
celes with thickened walls. In the first case difficulty 
in excluding hematocele of the tunica \ 
to preliminary castration. As Dew 
hematocele of the tunica vaginalis may 
neoplasm in every particular. In both conditions 
the swelling is painless, nodular, and neither fluctu- 
ant nor translucent. Exploratory puncture is dan- 
gerous and inconclusive. 

In neither of the cases were the pain and tender: 
ness sufficient for a diagnosis of infective epididymo- 
orchitis, and in neither was there any evidence 0! 
urethritis. 

Tuberculous epididymo-orchitis was ‘ 
the absence of involvement of the epi 
vas and absence of tubercles in the genito-urinar 
tract. Syphilis of the testis was deemed unlikely 
because the Wassermann reaction was 1 , 

The diagnosis of these cases confirmed one ® 
Dew’s observations, viz., that the presence ol hydro- 
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cele depends on involvement of the epididymis. In 
neither case was the epididymis involved and in 
neither was there a hydrocele. 

C. TRAVERS Stepita, M.D. 


MISCELLANEOUS 


Reiss: Lymphogranuloma Inguinale (Ueber lympho- 
cranuloma inguinale). Zischr.f.Geburtsh. u.Gynaek., 
1932, Cll, 411. 

The causative organism of lymphogranuloma in- 
guinale has not yet been discovered. Animal experi- 
mentation has shown transmission to the twelfth 
generation. The specificity of the disease was thus 
established. Levaditi established it also when he 
produced the disease in a paralytic by inoculating 
him with material from the inguinal glands of a 


monkey suffering from the condition. The diagnosis 
has been facilitated most by Frei who discovered a 
specific skin reaction. The test depends upon the 
fact that the skin of persons suffering from the dis- 
ease is sensitive to the intracutaneous injection of 
material from an infected gland. 

The frequency of rectal stricture in women is ex- 
plained by the anatomical relations in the female to 
which attention has been called by Jersild, Bartels, 
and biberstein. 

In the skin clinic at the Charité Hospital of Berlin 
it has been found that some cases heal spontaneously 
and others after conservative treatment and incision. 
In stubborn cases X-ray treatment is successful. 
Others have obtained good results with organic 
antimony and copper compounds and with intra- 
cutaneous injections of tuberculin. Samvet (G). 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Racz, B.: The Importance of Chronic Bone Abscess 
from the Point of View of the General Practi- 
tioner (Die Bedeutung der chronischen Knochen- 
abscesse vom Gesichtspunkte des praktischen 
Arztes). Orvosképzés, 1932, XX, 351. 

Bone abscess always begins in youth. Garré con- 
siders it one of the rarest of the sequel of acute 
osteomyelitis. He attributes its origin to the en- 
trance of micro-organisms of greatly reduced viru- 
lence—chiefly staphylococci—in the form of emboli 
into the blood stream and their lodgment in the bone 
marrow, favored by the mechanical conditions of 
the blood circulation in the bone and the hemostatic 
action of the bone marrow. The infected embolus 
gives rise to an inflammation which begins as a 
granulation infiltration. The bony tissue is de- 
stroyed, with softening of the part attacked, and a 
cavity is formed. In the vicinity of the cavity a 
reactive thickening of the bone occurs. The predis- 
position of the marrow is increased by the effects of 
trauma. 

The portals of entrance of the micro-organisms 
are the skin and mucous membranes. The tonsils 
are important factors. The bacteria lodge most com- 
monly in the metaphyses of the long bones, but 
sometimes also in the diaphyses and the epiphyses. 
In the majority of cases the tibia is attacked. The 
abscess is generally located centrally in the bone 
marrow. It varies in size from that of a pea to that 
of a walnut. It may be round, oval, or pear-shaped. 
A pyogenic membrane is not characteristic. Its con- 
tents are a thin or creamy fluid or a dirty gray granu- 
lation tissue in thick, fluid, greenish pus in which the 
staphylococcus aureus in a highly virulent state is 
demonstrable. In cases of central abscess the perios- 
teum is unchanged, but in those of abscess lying near 
the cortex there is periosteal thickening and the 
periosteum takes part in the bone formation. The 
pus rarely raises the periosteum, and still more rarely 
breaks through and causes the formation of a fistula. 

The diaphysis of a long bone is an uncommon loca- 
tion for bone abscess. Here the suppurative focus is 
not in the medullary cavity, but in the cortical tissue 
beneath the periosteum. 

\ number of abscesses may develop simulta- 
neously in one bone, and abscesses may form in 
several bones at the same time. This multiplication 
of foci may be primary or due to metastasis. 

Abscesses are formed in the flat bones much less 
frequently than in the long bones, possibly because 
the flat bones are much less exposed to injury. The 
action of the abscess on the bone is manifested by 
thickening and the formation of a bony hard shell 


around the abscess. Disturbances in the growth and 
resistance of the bone also occur. When the a! 

is in the vicinity of the epiphyseal cartilage and does 
not destroy the cartilage but exerts a continuoys 
irritation upon it, there is lengthening of the ex 
tremity. As a consequence of the continuou: 
tion, longitudinal growth is increased and cu 
of varying degree and character may result 
taneous fracture is a rare sequela. The 
quent complication is intermittent articular 
which may completely conceal the abscess 

The most severe complications arise as the result 
of an increase in the virulence of the bacteria co 
tained in the abscess produced by trauma 
tion, or some unknown cause. Under such « 
metastasis and a fulminating general infe: 
take place. 

The anatomical picture has distinct clini 
acteristics. Nearly always the patient gives a |} 
tory of a suppurative process such as tonsillitis, fi 
liculitis, furunculosis, osteomyelitis, or 
fever, or of a recent infection such as pne 
typhoid fever. The disease usually begins betwee 
the fourteenth and eighteenth years. Th 
characterized by insidious attacks of inde: 

a slight increase in the temperature, a1 
swelling and reddening of the overlying ski 
site of the pain. At intervals of weeks « 
attacks with aggravated symptoms ma 
usually excited by a trauma. 

A correct diagnosis is assured by the roentgen 
gram, which shows a light round or oval spot wit 
smooth margins surrounded by the shad 
undergoing sclerosis. The condition must 
entiated from acute inflammation of a j 
culosis, localized osteitis fibrosa, echino: 
osteogenic sarcoma, and syphilitic bone 
is often confused with tuberculosis becaus 
eases tend to localize in the end of a | 
joint. The diagnosis is particularly di 
the abscess is of chronic onset or situat 
iphysis and when it occurs in a flat | 
diaphysis of a long bone. From the st 
treatment the differential diagnosis bet 
abscess, bone tuberculosis, localized ost: 
and echinococcus cyst of bone is of secon 
tance as in all of these conditions opera 
only treatment to be considered. The di 
from syphilitic disease, especially cent 
bone gummata, is important. Boring | 
is equally characteristic of both condit 
ple foci and differences between the i: 
speak against gumma. The roentgenoz 
Wassermann reaction should solve the | 

The treatment of bone abscess requires 
ing of the bone. Boring into the bone 
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extractor is not enough. The suppurative focus 
should be widely exposed, the abscess curetted and 
the cavity packed with tampons. Healing usually 
requires {rom three to ten weeks, but the symptoms 
generally cease immediately after the operation. 
\fter proper surgical treatment the swelling of the 
joint disappears and the distressing night pains do 
not recur. EMMERICH ILLEs (Z). 


Knaggs, R. L.: A Report on the Strangeways Col- 
lection of Rheumatoid Joints in the Museum 
of the Royal College of Surgeons. Part I. Bri. 
J. Surg., 1932, XX, 113. 


In 1908 a special research hospital was erected in 
Hills Road, Cambridge, and here the various re 
searches into the nature of chronic arthritis were 
carried out by Strangeways and the co-workers who 
from time to time became associated with him. 

The Strangeways’ collection of pathological speci- 
mens includes about 250 specimens of chronic arthri- 
tis and a large number of microscopical sections. 
[here is also a typed manuscript in which Strange- 
ways described the macroscopical and microscopical 
peculiarities observed in his studies of diseased 
oints. The manuscript is illustrated by photographs 
of specimens and microscopical sections. 

The work was interrupted by the war and the 
taking over of the hospital by the military authori- 
ties. When Strangeways was able to resume his 
labors he was gradually led to the study of tissue cul- 
ture and its bearing upon the growth of articular 
structures, especially cartilage. 

The majority of the diseased joints were obtained 
irom infirmary inmates, many of whom were ad- 
vanced in years and hopelessly crippled. Others 

ere obtained from young persons, in many in- 
stances after surgical excision. Most of the speci- 
mens showed advanced disease. Many cases were 
represented by more than one joint, and in several 
instances a series of joints were obtained from a 

ingle individual. 
lhe salient pathological features of osteo-arthritis 
are 

i. Vertical fibrillation and splitting of the articu- 
lar cartilage, which becomes worn away at the sites 
i pressure and friction. 

2. Sclerosis, eburnation, 
inderlying articular bone. 

_3. Osteophytic outgrowths, more particularly at 
‘he articular margins (lipping) and not infrequently 
nthe articular surfaces. 

Those of rheumatoid arthritis are: 

Erosion of cartilage independent of friction or 
pressure, e.g., at the articular periphery. 

2. The formation of fibrous adhesions and of 
worous tissue between the articular surfaces. 

Fibrous or bony ankylosis. 

+ Absence of lipping and other bony changes dis- 
uve of osteo-arthritis, such as eburnation and 
Cv 


and grooving of the 


changes, which are usually pro- 


Atrophic 
| 
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The clinical differences between the two condi 
tions are equally distinct. In osteo-arthritis there 
are: 

1. Pain, stiffness, and effusion into the joint, all 
of which may be slight. 

2. Grating or crepitation on movement. 

3. Deformity from osteophytic outgrowths. 

4. Restriction of movement. Restriction to the 
point of fixation is due to locking of marginal osteo 
phytes. Adhesion or ankylosis between articular 
surfaces is rare except in certain small joints in 
which movement is very limited normally. 

Rheumatoid arthritis is characterized by: 

1. More evidence of inflammation, usually of a 
subacute character. 

2. A tendency of the swollen joints to assume a 
fusiform shape due to the involvement of the peri 
articular tissues. 

3. Marked pain and limitation of movement, often 
associated with contractures and muscular atrophy 
and occasionally with displacement. 

4. A very marked tendency toward rigid anky 
losis, which is sometimes bony but more 
fibrous. 

A study of these intermediate cases in the Strange 
ways collection led Knaggs to the conclusion that 
osteo-arthritis and rheumatoid arthritis are mani- 
festations, at opposite ends of the scale, of a single 
disease which is of toxic origin. Knaggs believes 
that when the tissues are healthy and robust, the 
toxic irritation acts as a stimulus to growth proc 
esses and osteo-arthritis results, whereas when the 
vitality of the tissues is poor, a definite inflamma- 
tory reaction may be excited and if the tissues are 
unable to maintain their vitality in the presence of 
such a reaction, degeneration or even disintegration 
results. In either case rheumatoid arthritis develops. 

Gout is very closely related to the rheumatoid 
affections. The one diagnostic feature of gout is a 
deposit of urate of soda. When this is absent, a 
gouty joint cannot be distinguished from a joint 
affected by osteo-arthritis or rheumatoid arthritis. 

At the present time uric acid and the urates are 
attributed to faulty purin metabolism. They are 
not thought to be the cause of gout, but are believed 
to indicate the occurrence of certain metabolic 
changes which, in addition to the urate deposit, 
produce simultaneously other bodies having toxic 
effects. 

Bony ankylosis usually begins with the fusion of 
granulation tissue springing from two opposing 
articular surfaces denuded of cartilage. Frequently 
similar tissue from the synovial membrane is incor 
porated with the interosseous bond. Into this area 
of fibrosing granulation tissue trabecule advance 
from opposite sides and coalesce. Medullary spaces 
then form, and ultimately fusion of the cancellous 
tissue and medulla of the separate bones occurs. 
Bone is usually the result of metaplasia of the fibrous 
tissue. 

No doubt in elderly persons the tissues in general, 
including those of the joints, are much less robust 


often 
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than in young persons and ossification is less active. 
Consequently bony ankylosis may be expected to 
be more common when arthritis develops in early 
life than when it occurs in middle life or old age. 
Juvenile cases show that the form of arthritis which 
a susceptible joint may develop in rheumatoid arthri- 
tis does not depend upon age alone, and the fact that 
in one case the disease ran its course and reached its 
climax before the patient was twenty years of age 
proves that fibrous degeneration of bone and carti- 
lage is not a purely senile change. 
Purtre Lewin, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ingelrans, P.: Early Treatment of Acute Osteo- 
myelitis (Traitement précoce de l’ostéomyélite 
aigué). Rev. d’orlhop., 1932, XXXiX, 455. 

In the stage of general bacteriamia which follows 
the initial infection in osteomyelitis surgical inter- 
vention may fail to prevent a fatal termination. The 
use of vaccines and immunizing sera and other gen- 
eral medical measures is indicated. 

Necrosis of the bone results from embolism. 
Theoretically, the embolus may become lodged in: 
(1) a subperiosteal vessel, causing an abscess without 
bone necrosis; (2) a superficial cortical vessel, caus- 
ing a lamellar sequestrum; (3) a nutrient artery, 
forming a sequestrum of a cortical segment; or (4) a 
larger vessel, resulting in a complete annular ne- 
crosis. When the endosteal and periosteal circula- 
tions are obstructed, the bone is unable to regenerate 
after necrosis. Clinically, the picture is never quite 
so simple as the various conditions may occur simul- 
taneously or one may supervene on another. 

Although almost all clinicians of experience advise 
immediate and thorough drainage, including wide 
opening of the cortex, as soon as the diagnosis of 
acute osteomyelitis is made definitely, there are a 
few who think it best to wait from one to several 
days. Among this minority are Vignard and Las- 
serre, who hold that opening up of the soft tissue and 
bone in the virulent stage of the infection favors 
wider spread of the bacteria with greater local 
destruction and more danger to life. 

The question as to whether or not the cortex 
should be opened has long been disputed. Some sur- 
geons (among them Broca and Delbet) are guided 
by the appearance of the bone when the periosteum 
is raised. If the bone appears red and vascular, they 
do not open the cortex, but if it is white and does not 
bleed on puncture they make a generous opening. 
At present French surgeons follow the advice of 
Le Fort to open the cortex whenever the general con- 
dition is very poor and when the bone is white and 
bloodless at the bottom of the abscess. 

Lannelongue recommends making several open- 
ings if a drill is used. Leriche and many other sur- 
geons, including the author, open the cortex with a 
chisel from the epiphyseal cartilage at one end to 
good bone at the other, making a wide cavity. How- 
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ever, no hard and fast rule can be laid down. The 
technique must be determined according to the se- 
verity of the infection in the particular case. Sterj- 
lization with antiseptics after opening is said to 
shorten the time of convalescence and prevent ex- 
tensive sequestration. Hadlung used Dakin’s soly- 
tion, whereas Ochsner, Brown, and others employ 
phenol of various strengths followed by alcohol, ~ 

As reported by Starr, Robertson, and Platt, 
limited drilling: of the bone—the formation of only 
one opening to relieve the pressure—somctimes 
results in a cure without necrosis. However, such a 
procedure would seem to be applicable onl) 


tO very 

early cases. 
The author cites mortality statistics of various 
clinics and surgeons and compares the results of 
early and radical opening of the cortex with later 
and more conservative surgery such as mere incision 


of the periosteum to establish drainage. ‘The mor- 
tality is lower and there is less sequestration in the 
cases treated more conservatively. Sudden opening 
of the bone and extensive curettage throw into the 
blood stream a shower of organisms which the pa- 
tient may be unable to resist. When a simple in- 
cision is made to evacuate the subperiosteal pus, the 
trauma is minimal and the bone will establish its 
own drainage through the haversian canals. 
Resection of a total section of the shaft or of all of 
the shaft has been done by many surgeons since as 
long ago as 1761. This is not to be compared with 
sequestrectomy. It consists in the removal of the 
diseased portion of the bone to get rid of the infec- 
tion. The author cites many cases in which it was 
done successiully and the shaft regenerated under 


the periosteum which was spared, sometimes with 
little or no shortening. In discussing the technique 
used by Leveuf the author states that the incision 
should be large and the periosteum should be leit 
attached to the surrounding muscles as much as pos 


sible. The shaft should be cut 1 cm. beyond the 
denuded area and at the epiphyseal cartilage, and 
the intervening section removed. To avoid persist- 
ent sinus and discharge, necrotic bone must be 





removed. No irrigation, antiseptics, or drainage 
should be employed, and the wound should not be 
dressed often. 

Some of the objections to resection are: (1) the 
danger of failure of regeneration, (2) poor quality 





and shape of the new bone; and (3) the 
of removing all of the infection, which m 
fuse in the bone. Leveuf answers all of these by stat- 


be dil- 


ing that a careful analysis of failure in a given case 
will probably reveal an error in technique or 
judgment regarding the stage at which the resection 
was done. The most propitious time for the opera 
tion is from the second to the eighth week. The 
author reports four cases in detail. a 
In ninety-four cases treated by conservative I 
tervention the mortality was 15.95 per cent. In 
cases reported by other surgeons it ranged from 4} 


to 34 per cent. It is highest in cases of infection 0 
the humerus and in patients from ten to |ifteen years 
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of age. If the patient survives the operation by two 
weeks he is relatively safe. 

Statistics regarding the mortality and immediate 
results of different methods of treatment justify the 
conclusion that trephining of the cortex may be done 
without hesitation whenever there is an evident bone 
lesion. study of the subsequent course, especially 
as regards the extent of sequestration, shows that in 
cases in which trephination was performed the con- 
dition improved better than in tnose in which only 
simple incision of the soft tissues was done. 

Of seventy-three cases treated on the service of 
Le Fort, a good end-result is known to have been 
obtained in forty-two. The author assumes that 
a cure was obtained also in the cases of some of the 
twenty-five patients who could not be traced. 

The immediate results of primary resection are 
sometimes striking. The temperature and pulse rate 
decrease and the general condition improves. This 
operation may be regarded as no more radical than 
appendectomy. In some acute cases the question of 
amputation may arise, but patients will more readily 
consent to resection and the latter procedure may 
accomplish as much as the more radical operation. 
Secondary resection is followed by more rapid 
cicatrization than trephination. In fact, if the late 
junctional or orthopedic results were uniformly satis- 
lying, the advantages of resection would be incon- 
testable. However, the occasional failures of regen- 
eration, the poor functional results even with regen- 
eration and the deformities, if near joints, tend to 
deter most surgeons from using this method. 

WILLIAM ARTHUR CLARK, M.D. 


Zillmer: What Has the World War Taught With 
Regard to the Treatment of Gunshot and Peace- 
Time Injuries of the Joints? (Welche Lehren erge- 
bensich aus den Erfahrungen des Weltkrieges hinsich- 
lich der Behandlung von Schussgelenksverletzungen 
und Friedensgelenksverletzungen?).V eroeffentl. Heer- 
essan. Wes., 1932, Ixxxvii, 5. 

At the beginning of the World War surgeons were 
guided in their treatment of recent gunshot wounds 
of joints by the principles laid down by von Berg- 
mann. As with the progress of the war, external 
oint injuries became more numerous than internal 
joint injuries, the conservative procedures failed. 
lhe first to demand early operation on gunshot 
wounds of joints was Payr, who demanded the im- 
mediate removal of all tissues suspected to be in- 
lected and of all foreign bodies, followed by primary 
Closure of the joint capsule and filling of the joint 
vith an antiseptic. The antiseptics used included a 

per cent solution of carbolic acid, the phenol-cam- 
phor mixture of Chlumsky, iodoform-glycerin, a 10 
per cent iodoform-betha solution, Morgenroth’s 

\uinine derivatives in the form of vuzin, and Carrel- 
Vakin solution. According to Landris, the most 
“portant parts of the treatment were the eirly op- 
‘ration and the primary suture of the capsule. Com- 
minuted fractures demanded resection, and threat- 
“ulhg necrosis of the lower portion of the limb and 
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danger to life from sepsis or gas gangrene made ampu- 
tation necessary. The chief advance lay in the recog- 
nition of the fact that drainage of a joint not only 
endangers its function, but also favors secondary 
infection. 

In place of the pathologico-anatomical classifica- 
tion into serous, serofibrinous, suppurative synovitis 
and suppurative arthritis, Payr introduced the 
clinically important classification of articular em- 
pyemata and capsular phlegmons, emphasizing the 
favorable prognosis of the former and the destruc- 
tive character of the latter. For the empyemata, Payr 
advised small incisions into the deepest parts of 
the joint, filling with consequent unfolding of the 
capsule, closure of the joint capsule, and early move- 
ment. For the capsular phlegmons he recommended 
extensive arthrotomy and drainage. 

Much later, Laewen recommended bilateral deep 
incisions with bilateral horizontal resection of the 
posterior portions of the femoral condyles for better 
drainage of the phlegmons. 

The treatment of gunshot injuries of joints, par- 
ticularly of the knee joint, underwent a similar de- 
velopment also in the armies of the Allies, who also 
abandoned drainage. 

The results obtained by the Belgian surgeon, 
Willems, who ever since 1908 had opposed immobili- 
zation of diseased joints, are still under discussion. 
To prevent muscle atrophy and ankylosis, Willems 
treated war injuries also by active movement. Re- 
cent, operatively treated injuries, he closed com- 
pletely, but when suppurative arthritis had already 
developed he made bilateral incisions without drain- 
age and facilitated the escape of the pus by active 
movements, thereby relieving the pain caused by 
the pus. This procedure was adopted also by French 
surgeons, but was eventually abandoned by them. 

The third step in the development of the treat- 
ment of joint injuries was made by the Americans, 
who demanded débridement, lavage of the joint 
with ether or Carrel-Dakin solution, suture of the 
joint with drainage for about twenty-four hours, 
immobilization, and passive movement and massage 
after from eight to ten days. 

Zillmer summarizes the requirements as indicated 
by the experiences of the War as follows: 

1. Mechanical and chemical disinfection of the 
wound and joint. 

2. Suture of the capsule, possibly with suture of 
the soft parts. 

3. Early active mobilization. 

This treatment is applicable also to accident 
surgery. 

In typical ax injuries of the knee joint in lumber- 
men, Wittek has obtained good results with this 
treatment without filling the joint with an antisep- 
tic. Other surgeons recommend filling the joint with 
phenolcamphor which produces hyperwmia, relieves 
pain, and exerts a mechanical dilating action. 

Fischer of the Schmieden Clinic recommends the 
use of iodoform-glycerin because it has an inhibit- 
ing action on all types of bacteria, whereas rivanol 
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is effective mainly against cocci. The inhibition of 
growth is sufficient. 

In conclusion Zillmer reports a case of pitchfork 
puncture of the knee joint in which he obtained a 
good result from operation and the use of rivanol. 

PLENz (Z). 


Févre, M.: The Surgical Treatment of Scolioses 
(Traitement chirurgical des scolioses). Rev. d’orthop., 
1932, XXXIX, 359. 

As early as 1830 Guérin performed myotomy for 
the correction of scoliosis. In 1889, Volkmann per- 
formed costal resections. In 1900, Chipault reported 
the results of fixation operations. Although Chi- 
pault sought to immobilize the spine with wire, he 
seemed to realize that this method was inadequate 
and suggested that, since the deformity is bony, the 
operative treatment should attack the bone itself. 
Thirteen years later, after methods for bony anky- 
losis of the spine had been brought out by Hibbs and 
by Albee, these methods were first used for scoliosis 
by Galloway and Kidner independently. Since then, 
arthrodesis for scoliosis has been practiced by many 
surgeons in America. In 1931, Hibbs published the 
results in 360 cases. French surgeons did not have 
an opportunity to take up this method until after 
the war. Those who first used it in t919 and 1920 
were Leclerc, Lance, Tuffier, and Mauclair. In the 
period from 1929 to 1931, statistical reports were 
published by Lance, Bureau, Ombrédanne, Févre, 
and Mathieu. In Belgium, Goffin and Moreau re- 
ported cases in 1930. In Germany, Hoessly seems 
to have been the first to employ the method. It is 
now being used more and more in all countries. 

Reasoning that scoliosis is a deformity caused by 
muscle contracture analogous to that resulting in 
torticollis, Guérin in 1830 began performing myoto- 
mies on the concave side. He claimed to obtain some 
correction, but others said the improvement was due 
to subsequent orthopedic treatment. After about 
fourteen years the method was abandoned. About 
1875 it was revived by Sayre and by Volkmann, but 
subsequently was again discarded. 

In 1889 Volkmann performed resection of ribs on 
the convex side and in 2 cases obtained slight im- 
provement in the deformity. Hoffa combined this 
procedure with resection of transverse processes on 
the same side. Similar resections have been done 
by Gaudier, Mauclaire, and others in France and by 
Whitman and Kleinberg in America. A certain 
amount of cosmetic improvement is sometimes ob- 
tained by this method, and Whitman claims several 
other advantages, viz., a contracting scar in a favor- 
able place, a source of bone graft, and improvement 
of pulmonary ventilation. 

The operation of bilateral rib resection which was 
proposed by Hoffa, tried and discarded by Ryerson, 
and performed with some success by Sauerbruch, 
has very little to support it. Theoretically it is sup- 
posed to free the vertebral column so that correction 
can be obtained, but practically it involves a great 
deal of surgery for very slight improvement. The 
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same may be said of resection of ribs on the concave 
side and all other rib operations. 

Arthrodesis was first done for paralytic scoliosis 
Many surgeons who have not performed this opera- 
tion admit that it is sound in principle. I] are 
agreed that in severe cases there is justification for 
sacrificing mobility for stability. Some wait tyo 
years after the acute attack of poliomyelitis, some 
four years, and some less than sixteen mont!is 

In congenital scoliosis arthrodesis is seldom indi- 
cated, but some surgeons operate for this condition. 
especially if it is getting worse under conseryatiy 
methods. If there is a definite anomaly in the lum 
bosacral region, the vertebra should be ank\ Josed in 
this region. Operation should be performe: also jj 
arthritic cases when conservative measures {ail. 

So-called ‘“‘essential”’ scolioses may be classified 

according to degree into the following g: 
those which can be corrected or held by « 
apparatus, (2) the more severe forms whic! 
in spite of braces, (3) those which recur 
support is removed, (4) severe scolioses wit! increas 
ing kyphosis, and (5) painful scolioses in adults, In 
scolioses of the first group there is of course no reasor 
for operation, but in those of the second group 
arthrodesis is indicated if roentgenograms show an 
increase in the deformity. Twelve cases o! the latter 
type were operated upon in Ombrédanne’s clinic and 
5 by Lance. In scolioses of Group 3 the patient may 
choose between wearing a brace for life «nd opera 
tion. Usually patients will submit to operation after 
five or six years of conservative treatment. | 
scolioses of Group 4 the general condition is often a 
contra-indication to operation, but | has 
operated upon 7 cases of this type after building up 
the general resistance. Many surgeons who are not 
in favor of operation on children admit the value of 
surgery for the adult, especially when the patient is 
suffering from pain due to muscle contracture or to 
pressure on nerve roots due to the deformity. Most 
of the many operative cases reported were those 0! 
patients between twenty and fifty vears of age. 

In scoliosis complicating or following tuberculosis 
of the spine or lungs there is no contra-indication t 
arthrodesis. 

Very few patients with scoliosis live to old age 
Of 660 investigated by Kleinberg, only 2.5 per cent 
lived longer than forty years. Death results from an 
intercurrent infection because resistance is lov 

Therefore early arthrodesis may be jistitied as 

will preclude severe progressive deformity. The 

lowest age limit varies with differ: surgeons 

Although Hibbs has operated on para! 

as the third year of_life, other surge 

lowest age limit at from nine to twe! 
the author believes it should be fiftee: 

There are many social reasons wh) 
submit to operation as an alternative to 
of a brace or corset. Among these aré 
and marriage. 

The mortality from the operation | 
to 3 per cent. It is due chiefly to sho 
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some cases to hemorrhage and infection. The bene- 
jcial results of arthrodesis are many. The general 
condition is improved, fatigue is diminished, and the 
breathing capacity is increased. Although no au- 
topsy reports are available, complete bony ankylo- 
sis has been demonstrated in many cases in which 
a necessary second operation afforded an oppor- 
tunity for examination of the vertebra. Mainte- 
nance of the correction obtained by orthopedic treat- 
ment and the prevention of an increase in the de- 
formity are all that can be expected from fixation 
operations. According to these criteria, the clinical 
results have been good in ot per cent of Kleinberg’s 
cases, go per cent of Whitman’s cases, 82 per cent of 
Hibbs’ later series of cases, and 90 per cent of the 
author’s cases. The functional results have been 
surprising. Patients with 7 or 8 vertebra ankylosed 
are able to go back to work without difficulty and 
most of them can bend and touch the floor with 
straight knees. Relief from pain has been complete 
in 15 out of 8 cases in Hibbs’ clinic and in 14 out of 
is cases operated upon by the author. 

Complete failures are rare. They may be due to 
insufficient postoperative immobilization, fracture 
of the graft, pseudarthrosis at one or more points, 
sloughing and elimination of the graft as a foreign 
body, poor judgment in the number of the vertebra 
jused, or failure to fuse high enough or low enough. 

Since no correction can be attempted at the time 
i the fusion operation, the spine must be made as 
straight as possible before the operation. This may 
be done by the use of plaster jackets with hinges or 
some other mechanism which places the patient in 
in overcorrected position, or by the slower method 

{longitudinal and transverse traction with the pa- 
tient in bed. Six or eight weeks are usually required 
or this preliminary treatment. Improvement of the 
general health is necessary in the preparation for 
operation. The patient’s resistance must be built 
up by exercises and diet. Under no circumstances 
should the surgeon allow himself to be hurried into 
perating on a patient with scoliosis. 

Of great importance is the determination of the 
iumber of vertebra to be fused and the level of 
lusion. As a general rule the fusion is done from the 
‘ound vertebra on one side of the curve to those on 
the other side. Cervical fusion should be avoided. 
[ven high dorsal fusion is usually unnecessary. 
below the center of resistance, i.e., from the ninth 
and tenth thoracic vertebra, it is unwise to stop at 
the fourth or fifth lumbar vertebra as the strain 
on the one joint left below may prove so great as to 
ve constantly painful. If low fixation is to be done, 
‘ne graft should go down to the second sacral spinous 
Process to obtain a firm foundation. It has been said 
‘hat in cases with a double curve the primary curve 
sthe one to be fused, but it is often doubtful which 
‘ve Is primary and which is compensatory. In 
America there is a tendency to fuse the thoracic curve, 
“hile in France the lower curve is fused more often. 
‘specially in the cases of paralytics, it is essential to 
extensive fixation and practically always to in- 
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clude the sacrum. A hinge between the sacrum and 
a long line of fused vertebra is a poor result. 

There is a choice of 2 methods of fusion—multiple 
arthrodesis by the Hibbs method and bridging with 
grafts from the tibia. While the Hibbs operation, 
involving curettement of all of the joints between 
the articular processes, is difficult, it is possible even 
on the concave side, as is evidenced by 428 cases in 
which it was performed by Hibbs and his associates. 
It is the method preferred by many surgeons and 
should be known by all, as patients occasionally 
refuse to have a scar made on the leg. In the use of 
the graft method the graft should be placed along 
the denuded bone at the base of the spinous proc- 
esses on the concave or the convex side or both sides. 
The use of a tibial graft gives a good ankylosis. The 
original technique of Albee must be modified because 
accurate splitting of the spinous processes is prac- 
tically impossible on account of the deformity. 
Albee places the graft near the prominent transverse 
processes on the convex side instead of trying to put 
it into the spinous processes. The Halstead method 
consists in cutting the spinous processes transversely 
at their bases, turning them to one side, slipping in a 
tibial graft on the fresh bone surfaces, and bringing 
the processes back over the graft. In the opinion of 
the author, the operation of choice is the combina- 
tion of the Albee and Halstead techniques which is 
used by Huc. In this procedure the spinous proc- 
esses are first split so that one side is heavier than 
the other. Access is thus gained to the bases of the 
processes and the processes are cut at the base. The 
tibial graft is then inserted along the base and the 
processes are sutured over it. When this method is 
employed the hemorrhage and shock are much less 
than with methods which require extensive dissec- 
tion down to the laminz on each side. 

The dangers of the operation include possible in- 
jury to the dura mater or the pleura. Spina bifida 
occulta may complicate the picture. Postoperative 
shock may be severe, but may be avoided or dimin- 
ished by placing the patient on his back. 

The postoperative care should consist in rest in 
bed in a plaster jacket for a period ranging from a 
month and a half to three months. Before the pa- 
tient is allowed to get up the degree of consolidation 
should be checked by roentgen examination. When 
the patient is allowed to get up the spine should be 
protected by a celluloid corset, a plaster jacket, ora 
brace for from three months toa year. This support 
should then be discarded gradually by removing it 
first for a few hours at a time and then at night. 

WILLIAM ARTHUR CLARK, M.D. 


FRACTURES AND DISLOCATIONS 


Schaanning, C. K.: The Treatment of Fractures of 
the Shafts of the Long Bones, with Particular 
Reference to Operative Treatment. Acta chir- 
urg. Scand., 1932, Ixx, 1. 


This report is based on 260 cases of fracture of the 
diaphyses of long bones which were treated at the 
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Rikshospitalet, Oslo. Eighty (31 per cent) were 
treated by operation, and 42.5 per cent of the frac- 
tures operated upon were compound. 

In the follow-up of the total number of patients it 
was found that 92 per cent had regained their full 
working capacity, 7 per cent had some disability, 
and 1 per cent were dead. The corresponding per- 
centages for those who were treated by operation 
were 87.5, 11, and 1.5, and the corresponding per- 
centages for those not operated upon, 94, 5, and 1. 

The therapeutic procedures included plating, 
which was done in 33 cases (in 21 with Lane plates 
and in 12 with Lambotte plates); open reduction 
without the introduction of a foreign body, which 
was done in 25 cases; and encerclage with Parham’s 
band, which was done in 9 cases. A few cases were 
treated by suture or the use of ivory pegs or a graft. 
Eight fractures which were amputated at the outset 
are not included in the discussion. 

Decidedly the best results were obtained from 
plating and encerclage. 

In compound fractures there is much less chance 
of obtaining a good end-result than in simple frac- 
tures. In compound fractures operation is associated 
with greater danger of infection. Of the surgically 
treated compound fractures reviewed by the author, 
infection occurred in about 20 per cent, but in every 
instance it was local. Schaanning emphasizes that 
operative treatment of a compound fracture should 
be undertaken only after treatment of the wound to 
reduce the risk of infection and after attempts at 
manipulative reduction have failed. 

In operation for simple fractures the danger of 
infection is minimal. 

The end-results of the operative treatment of 
fractures is influenced unfavorably by advanced age. 
The author believes this may be due to the fact that 
in the cases of old persons only the most difficult 
fractures are chosen for operation. 

The operative risk is decreased by avoidance of 
general anesthesia. 

The period of convalescence is longer in surgically 
treated cases than in those not treated surgically. 

In none of the cases reviewed did pseudarthrosis 
develop. 

In surgically treated cases the period of conva- 
lescence and the length of time elapsing before the 
onset of consolidation are considerably shorter when 
a foreign body is introduced to support the fracture 
than when only simple reduction by the open 
method is done. 

The author concludes that operative treatment is 
an excellent and indispensable adjunct in the treat- 
ment of diaphyseal fractures when the ordinary 
manipulative measures for reduction are insuf- 
ficient. 


Ghormley, R. K., and Mroz, R. J.: Fractures of the 
Wrist. A Review of 176 Cases. Surg., Gynec. & 
Obst., 1932, lv, 377. 

Of the 176 fractures reviewed by the authors, 87 
were fresh and 809 were old. 





Colles fractures are grouped as comminuted and not 
comminuted. The term “impaction” is not employed, 
In the authors’ opinion it is most important to 
determine whether comminution is present or not. 
Comminution occurred in slightly fewer than half 
of the cases reviewed. 

Fracture of the styloid process of the ulna oc- 
curred in approximately 63 per cent of the cases. 
The authors believe that injury to the distal radio- 
ulnar joint must occur in many of these cases. (Often 
definite separation or comminution of the ulnar bor- 
der of the articulating surface of the radius is seen 


in the roentgenogram. Swelling and effusion occur 
along the flexor tendons almost always. They may 
prolong the limitation of motion in the flexor tendons 


and are particularly troublesome if the paticni 
not use his fingers early in the treatment. 
Injury to the nerves was not common in the cases 
reviewed, but may be present more frequently than 
is evident. 
Fracture of the styloid process of the radius js 


does 


most common in backfire fractures. It is less often 
displaced than other fractures of the wrist. In 2 of 
the authors’ cases it was accompanied by fracture of 


the styloid process of the ulna and in 1 case by frac- 
ture of the scaphvid and capitate bones. 

Epiphyseal separations constitute about 13 per 
cent of all acute fractures of the wrist. Greenstick 
fractures and fractures of both bones of the forearm 
near the wrist are more common in children than in 
adults. 

The treatment of acute Colles fractures consists of 
accurate reduction and fixation and early motion. 
Reduction is essential. Colles fractures very seldom, 
if ever, occur without some deformity which may be 
revealed by careful physical and roentgenographic 
examination. While slight deformities may be over- 
looked at the time of treatment, they will not be 
overlooked by the patient later on. 

The choice of anesthetic is important because 
anesthesia is usually necessary. Many surgeons 
advocate local anesthesia, but Ghormley and Mroz 
prefer general anesthesia. 


For fixation the authors prefer two splints of plas- 
ter of Paris, one on the dorsal aspect and the other 
on the palmar or volar aspect. Properly applied 
splints allow free motion of the fingers, which should 
be encouraged. Very little padding shoul: be used 
between the skin and the plaster splints. ‘The pa- 
tient should be warned of the danger of swelling, and 
should be seen at least once within the first twenty- 
four hours after the reduction. ; 

Restoration of function can be hastened by daily 
baking, massage, and active exercise. Koentgen0- 
grams should be taken after ten days or two weeks 

In fractures of the styloid process of the radius 
without displacement a splint should be applied for 
relief of the pain. Active movements shouli be pos 


sible within a week, and the splint should be removed 
after two or three weeks at the latest. 
Anepiphyseal separation should be reduced at once 


under anesthesia. Fractures of both bones near the 
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wrist isan entirely different problem if displacement 
occurs. Satisfactory reduction often requires opera- 
tion, Reduction should be followed by splinting in 
a straight position with either plaster or plaster on 
board splints. 

In fractures of the scaphoid bone, reduction can 
be accomplished by manipulation. The fragments 
are best held in position by dorsal flexion with some 
radial deviation of the wrist. It seems to be gen- 
erally agreed that fixation is necessary for from four 
to six weeks. 

The authors followed up their cases by personal 
examination whenever possible or by letter of in- 
quiry. The results were considered good if deformity 
was minimal or absent and if there was a normal 
range of motion without pain. They were graded as 
fair if there was deformity sufficient to bother the 
patient and if motion was limited, whether pain was 
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present or not. They were considered poor if there 
was a decided deformity with or without limitation 
of motion and with or without pain. 

The cases of old fractures reviewed by the authors 
were those in which the injury had been present two 
weeks or longer. In the study of old Colles fractures 
the attempt was made to determine the causes of the 
complaint which brought the patient to consulta 
tion. The most important complaints were deform- 
ity and stiffness. Nearly always, these were asso- 
ciated with some degree of pain. 

In cases of old injury in which operation was per- 
formed the results were good enough to justify a 
more extensive trial of the procedure used. 

In the last fifteen years a great deal of attention 
has been paid to backfire fractures. In the cases 


reviewed by the authors there were 19 fractures of 
this type. 








SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Leriche, R., and Stricker, P.: The Place of Supra- 
renalectomy in the Conservative Treatment of 
Juvenile Arteritis of the Thrombo-Angiitis 
Type (Place de la surrénalectomie dans le traite- 
ment conservateur des artérites juvéniles du type 
thrombo-angéite). Presse méd., Par., 1932, xl, 1237. 

In the treatment of thrombo-angiitis the supra- 
renalectomy of Oppel has not achieved the place it 
merits. While its indications are difficult to estab- 
lish, in certain cases it gives astonishing and lasting 
results. 

In the period from 1925 to 1932 the authors per- 
formed suprarenalectomy nineteen times. In twelve 
cases it was done for thrombo-angiitis of the Buerger 
type. 

When the anatomopathological conditions present 
in the arteries are irremediable, an operation which 
is able only to modify the action of the pathological 
vasoconstriction cannot be expected to render 
permeable arteries which are obstructed over a con- 
siderable extent. 

In thrombo-angiitis, conservative operations have 
only a limited application. As it is very difficult to 
determine how much of the peripheral arterial sys- 
tem remains permeable, it is impossible always to 
determine the indications for a conservative opera- 
tion with certainty. It is to be hoped that in the 
near future arteriography according to the method 
of Raynaldo dos Santos and his coworkers, Lamas 
and Caldas, will solve the problem. When this pro- 
cedure shows us that certain segments of the large 
trunks are still permeable and that consequently 
improvement of the peripheral circulation may be 
expected from suppression of the vasoconstricting 
influences or from provoked vasodilatation, con- 
servative methods will be indicated. When it shows 
complete impermeability of the femoral vessels and 
their terminal branches, amputation will be neces- 
sary. 

The results of suprarenalectomy depend on the 
state of the peripheral vessels. If the operation is 
done when the arterial routes are still open in the 
foot or in the leg, a functional cure may be obtained 
even if the femoral artery is obliterated. After the 
operation the pains will cease, the trophic disturb- 
ances will disappear, the danger of gangrene will be 
removed, and the intermittent claudication will pro- 
gressively decrease. If the operation is done when 
most of the arterial passages are obstructed by seg- 
mental obliterations, the pains will cease, the tro- 
phic disturbances will disappear, and the danger of 
gangrene will be removed, but the intermittent 
claudication will persist without change and, follow- 
ing slight trauma, the patient will frequently develop 
small cutaneous ulcerations which will be difficult to 
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heal. However, even in these cases, femor 
thectomy or the resection of an obliterat: 
cord may have the effect of hyperamia 
rapid healing. 

When gangrene is already present and 
foot and leg are cold and the skin is purp! 


with red plaques, and phlyctenular, neit} 


renalectomy nor sympathectomy will be 
vent amputation. 

Suprarenalectomy and sympathectom 
tive in cases in which the disease has no 
too far, has not caused serious mutilatio 
not produced a state of menacing gangr 
in which oscillometric examination of th 
stages (instep, the lower, middle, and up; 
the leg, and the lower and middle thi: 
thigh) shows that circulation is still p 
there is no oscillation at these levels, th 
chance that suprarenalectomy or symp 
will be of benefit. 

When there is no oscillation as far as 
third of the thigh, when the pulsations 
mon femoral artery are definitely weak 
baths are inefiective, when the foot is livi« 
the toes are cyanotic and present red 
and oedema, the disease is far advanced « 
little chance that amputation may 
When gangrene is definitely present, a: 
indicated definitely. 

With regard to the choice between suj) 
tomy and sympathectomy, the authors 
after experience with periarterial sympat! 
different levels, arterial and venous rese: 
lumbar sympathectomy, they prefer sup 
tomy whenever it appears possible | 
given them remarkable results and be: 
general action, which is necessary i 
disease. 

Suprarenalectomy as performed b) 
through a subcostal incision on the le! 
without resection of the twelfth rib is 
In the nineteen cases in which Leriche 
performed it there was only one 
death did not occur in a case of thr 

The authors believe that, in the | 
thrombo-angiitis, suprarenalectomy 
physiological and physiopathologica 
removes the source of the vasoconstricti 
They perform sympathectomy only 
operation in particularly resistant ca 
healing. 

In three of the twelve cases of thro: 
which the authors performed suprare! 
obtained a perfect result. In one case 
for seven years, and in another for |i 
years. In two cases a good result 
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SURGERY OF 


for five years was obtained. In five cases the opera- 


tion failed completely, and in two cases it was fol- 
lowed by recurrence. 


KELLOGG SPEED, M.D. 


Arterial Embolism and Vascular Spasm 
Arch. f. 


Peiser, A.: y 
\rterielle Embolie und Gefaesspasmus). 
lin. Chir., 1932, C1xx, 30. 

The author removed an ovarian tumor and multi- 
ple thin-walled cysts from a forty-three-year-old 
voman who had presented an acute inflammatory 
process of the right adnexa. The tumor was tensely 
elastic, of the size of a fist. Some of the cysts were 
jlled with thick, green pus. The postoperative 
course was smooth until the fifth day, when the pa- 
tient suddenly experienced tingling and a sense of 
coldness, first in the left and then in the right foot, 

which were followed directly by severe radiating 
pains in both legs and inability to move the toes. 
Examination of the heart rev ealed marked palpita- 

tion. After large doses of morphine and eucodel the 
pain subsided, but both legs presented a waxy pallor, 
ielt cold, and could hardly be moved. T here were no 
pulsations in the feet. The patient complained of a 
marked sense of anxiety, palpitation, general rest- 
lessness, and progressive numbness and tingling in 
the legs. Toward morning of the next day the mani- 
iestations subsided and subsequently there was 
generdl improvement with the complete disappear- 
ance of all of the symptoms. The wound healed 
vithout complications and there was no recurrence 

i the disturbances. On examination of the abdo- 
men a month later after the patient’s death, infiltra- 
tion of the liver with carcinomatous nodules was 
found. 

\ diagnosis of arterial embolism due to acute 
ardiac decompensation was made. The author 
explains the appearance and disappearance of the 
symptoms on the basis of a spastic state of the 
arterial system. Emboli arising from the left heart 
ire usually small and never as massive as those 
irising from veins. The size of an arterial embolus 
sof importance in determining which type of irrita- 
tion, the tangential or the frontal, will be exerted 

ipon the vessel. The tangential type occurs when 
the embolus first merely touches the wall of the ves- 
dl because of the progressive decrease in the size of 

ie lumen, then rubs and presses upon it, and finally 
becomes wedged i in. In this case there is a gradually 
icreasing irritation which produces a_ vascular 
spasm at the site of the embolus. Frontal irritation 
vse when an embolus from the left heart im- 
pinges with the full speed and strength of the blood 
steam against a point of bifurcation of an artery. 

his causes a greater internal trauma than the 
sradual tangential irritation, and the artery re- 
sponds with a powerful spasm. The same conditions 

‘fe presented in pulmonary embolism. The author 

therefore regards the immediate fatal cardiac arrest 

hot as a reflex phenomenon, but as the result of a 

vascular spasm produced by the frontal impinge- 
isk of . small embolus at the point of bifurcation 

‘e pulmonary artery in the immediate neighbor 
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hood of the heart. The larger the lumen of the 
artery, the greater are the frontal injury, the re- 
sponse of the vessel, and the violence of the spasm. 
The closer the embolism is to the heart, the greater 
the danger to the heart. Without doubt the irritabil- 
ity of the sympathetic nervous system differs from 
case to case. As the result of a spasm, an embolus 
may be arrested earlier than its size in relation to the 
lumen of the vessel would determine. If the spasm 
promptly subsides the liberation of the embolus may 
free an important branch of the vessels, restoring the 
circulation to a large part of the extremity. This 
explains the clinically important two-phase and 
three-phase embolisms. 

The author recommends that large doses of agents 
which relax vascular spasm be given as early as pos 
sible, and that operation be resorted to only when 
these fail. Bop (Z). 


Wymer, I.: Operative or Injection Treatment for 
Varicose Veins? (Operative oder Injektionsbe- 
handlung der Varicen?) Chirurg, 1932, iv, 160. 

Surgeons have been slow to adopt the sclerosing 
treatment of varicose veins because of the fear of 
embolism. The author attempted to determine 
which of the two methods—surgery or injection 
treatment—will give the best results with the least 
danger and at the lowest cost. He has had extraor- 
dinarily good results with the injection treatment. 
As the sclerosing agent he uses varicocalorose and 
adds 2 drops of adrenalin to each 10c. cm., as advised 
by Moskowicz, to obtain a more intensive effect. 
The quantity of the calorose solution used depends 
upon the length and width of the vein to be oblit- 
erated. For extensive and protruding varicosities, 
10 c.cm. are injected, and for smaller veins, 5 c.cm. 

The needle is inserted with the patient in the 
standing position. The patient is then placed in the 
horizontal position, the limb is elevated, and a rub- 
ber constrictor is applied peripherally. The blood 
is then massaged out of the segment to be oblit 
erated, and a second rubber constrictor is applied 
central to the needle. The sclerosing solution is then 
injected into the empty vein and compression is 
applied for at least ten minutes to assure intensive 
contact of the injected fluid with the intima of the 
vein. Between the constrictors an adhesive plastic 
bandage is applied, which encompasses only half of 
the limb and causes compression over the vein to be 
obliterated. After removal of the constrictors the 
patient may resume his activities. The first injec- 
tion is made at the level of the knee or in the middle 
of the thigh. Further injections of the same limb are 
delayed until the reaction subsides. After all of the 
dilated veins have been treated an Unna boot is ap- 
plied to the leg, and after varices on the thigh have 
been sclerosed an adhesive elastic bandage is applied 
half way round the thigh. 

If the usual contra-indications (recent phlebitis, 
local infection, diabetes, and arteriosclerosis) are 
taken into consideration and if a careful technique 
is employed, the injection treatment not only equals 
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the operative method, but surpasses it because it is 
an ambulatory treatment. Mishaps and failures are 
due to improper technique or the use of unsuitable 
solutions. The importance of emptying the vein as 
completely as possible is emphasized. The first in- 
jection should act as much as possible as an occluder 
like the Trendelenburg ligation. The author there- 
fore believes it should be made into the lower third 
of the thigh. However, some surgeons say that it 
may be made either above or below. With regard 
to the question as to whether a solution of sodium 
chloride or glucose should be used, Wymer says that 
when sodium chloride solution is injected the reac- 
tion is more intense, but there is danger of producing 
necrosis even when the injection is made most skill- 
fully, and that when glucose solution is used more 
solution and a longer reaction time are required even 
in the case of veins well emptied of blood. 

Large American collective statistics show that the 
mortality, particularly the mortality from embolism, 
is considerably lower in cases treated by injection 
than in those treated by operation, being 0.2 per 
cent in the former and from o.5 to 1 per cent in the 
latter. The incidence of recurrence is also believed 
to be lower in cases treated by injection than in 
those treated by operation. It is estimated at from 
15 to 20 per cent for the former and from 20 to 4o 
per cent for the latter. However, the figures for 
both methods vary enormously. Recurrences seem 
to be less frequent after the use of salt solution than 
after the use of glucose. 

Occasionally, even when the most exact technique 
is used, the veins fail to become thrombosed. The 
author attributes this to the presence of an anasto- 
mosis with a deep vein between the two constrictors. 

A questionnaire sent by Wymer to the surgical 
clinics of all German universities revealed that in 
only three clinics is surgical treatment used in most 
cases of varicose veins. In four clinics, surgical treat- 
ment and injection treatment are used about equally 
often, and in the rest the injection treatment is used 
in most cases. The injection treatment is being used 
today more frequently in all countries. Percutaneous 
injection with ligation of the saphenous vein and in- 
jection from the divided saphenous vein have not 
proved of value because they are associated with in- 
creased danger of embolism. SALomon (Z). 


Allen, E. V., and Adson, A. W.: Congenital Arterial 
Atresia and Ulcer of the Foot; Treatment py 
Sympathectomy. Surg. Clin. North Aw., 13; 
xl, 983. 

A case of congenital arterial atresia inv: 
arteries of one leg is reported. Operatio: 
sympathetic nervous system, performed 
sole object of increasing the supply of blood 
results which were distinctly favorable. 
of the operation on the growth of the bone: 
studied as the patient grows older. 

Diminution of the arterial blood sup) 
left leg was shown by absence of pulsation: 
tion of the large arteries,-absence of pul 
shown by the recording sphygmom: 
blanching with elevation and rubor with dependen 
of the limb, and incomplete response of the surfac 
temperature to induced fever and to herm 
All of these signs indicate occlusive arteri 
beyond a doubt. The decrease in the gr 
bones of the left leg appeared to be due direct! 
decrease in the blood supply. The cong i 
of the condition was postulated on the presence oi 
the lesion shortly after birth. The lesio: 
to be the result of atresia rather than of 
mation such as would accompany thrombo-an 
obliterans. 

From the standpoint of therapeutics 
was one of arterial insufficiency. Treatment wa 
therefore directed toward increasing the blood suppl 
to the extremity. 

The question which must be answered befor 
operation in every case is whether the patient wi 
be benefited by operation on the sympathetic sys 
tem. In the case reported it was essential! to kno 
whether the blood supply could be increased by suc! 
a procedure. This information was supplied by th 
vasomotor studies. 

The trouble in a case of this type is due entirely t 
deficient distribution of blood. An increased supp) 
of blood is available, but is not utilized. Under suc! 
circumstances operation on the sympathetic systen 
is performed merely to increase the blood supply t 
the parts. The increase is brought about. not by any 
effect on the atretic arteries, but by dilatation o! 
smaller normal arteries which are capable of carrying 
more blood than they carry normally. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Coller, F. A., and Maddock, W. G.: Dehydration 
Attendant on Surgical Operations. J. Am. M. 
Ass., 1932, XCix, 875. 

This study was undertaken to evaluate the water 
losses of the body during operation and in the re- 
covery period of four hours after operation. A study 
of the water balance necessitates the determination 
and calculation of the four sources of water to the 
organism and the three sources of excretion of water 
from it. The factors involved in water balance are 
as follows: 


Intake 
. Water of food. 
. Water drunk. 
3, Water of oxidation. 
. Preformed water. 


Output 
Water of urine. 
Water of stool. 
Insensible water loss. 


INTAKE 

1. The amount of water in ordinary solid food is 
comparatively high. The regular house diet of the 
University Hospital, Ann Arbor, Michigan, where 
these studies were made, yields about 1,000c.cm. and 
the soft diet has a water content of about 500 c.cm. 
a day. 

2, According to Atwater and Benedict, the aver- 
age daily intake of fluids during light activity is 
about 1,267 c.cm. With increased work, it is about 
2,000 C.cm. 

3. Water is formed by the oxidation of foodstuffs 
in proportion to the total metabolism. With light 
activity the total amount so formed is about 300 gm. 

4. The preformed water is the body water which 
isattached to the tissues and is set free when tissue 
is oxidized. The amount is too small to have an im- 
portant bearing on the total water balance except in 
starvation. 

OUTPUT 

1. The amount of urine varies from 800 to 3,000 
cem. daily. 

2. Water loss in the faces is usually between 60 
and 150 ¢.cm. daily. 

3. The continuous insensible loss of water from 
the skin and lungs is always large. Increased metab- 
lism or an uncomfortably high environmental tem- 
perature increase it. 

The author describes the technical procedure for 
‘stimating the total fluid loss from all sources, in- 

luding water lost by vomiting and blood loss. 

_The patients studied were divided into two groups. 
The first group were studied under conditions of 
operating room routine with the usual covering of a 
‘ight blanket over the shoulders and thorax, another 


over the legs, a cotton shirt, leggings, and surgical 
drapes. The second group were covered only by a 
shirt, leggings, and drapes. 

The total fluid loss during the operation varies 
with the type of operation, the length of the opera- 
tion, and a number of variable factors including tem- 
perature, anwsthesia, and the covering and condi- 
tion of the patient. 

In the recovery period of four hours after opera- 
tion, the first group of patients were covered with a 
spread, a woolen blanket, a flannel blanket, and a 
gown. In the cases of the second group, in which the 
covering was reduced to a spread, a woolen blanket, 
a sheet, and a gown, there was a noticeable diminu 
tion of the water lost through the skin and lungs. 
The authors state that they can see no reason for the 
excessively heavy covering used during the recovery 
period. 

The greater amount of fluid lost by avenues other 
than the kidneys makes it clear that the commonly 
accepted clinical method of estimating the water 
balance by comparing the fluid intake with the uri- 
nary output is so inaccurate as to be worthless to 
the patient for whom an accurate maintenance of 
the water balance is necessary. In the cases of cer- 
tain patients undergoing operation it is important 
to maintain a proper supply of water. This can be 
done only by taking into account the water lost 
through the skin and lungs and as the result of 
vomiting and diarrhoea as well as that excreted by 
the kidneys. 

The authors’ investigation is summarized as fol- 
lows: 

1. In the cases of eighteen patients on whom 
operations were performed a study was made to 
determine the quantity of body fluid lost during the 
operation and during the first four hours after the 
operation. 

2. During the operation fluids were lost by vomit 
ing and hemorrhage, and insensibly through the 
skin and lungs. The amount lost by vomiting was 
not important, but the amount lost by hemorrhage 
varied with the type of operation from 8 to 1,272 
gm. The insensible loss in addition to the visible 
sweating expressed in grams per square meter per 
hour is increased as high as nine times that of the 
basal state. 

3. During the first four hours after the operation 
the principal water loss was through the lungs and 
skin. A comparison was made between two groups 
of patients with different bed clothing. The water 
loss of the patients with the lighter bed clothing was 
over 50 per cent less than that of the group placed 
in the routine ‘‘ether bed.” 

4. Factors increasing the insensible loss of water 
and sweating were the temperature of the environ- 
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ment, principally that produced by blankets, strug- 
gling under anesthesia, and the an esthetic. 
5. Under routine conditions, the total loss of 
water during the entire period average about liter. 
NorMAN C. Buttock, M.D. 


Magyary, G. von: The Healing of Wounds Made by 
the Electrical Current (Ueber die Wundheilung 
nach elektrischen Operationen). Arch. f. klin. Chir., 
1932, Clxix, 737. 

The author studied wounds made by the electrical 
incision of the skin, connective tissue, fat, muscle, 
stomach, intestines, parenchymatous organs, and 
brain. Wound healing was observed macroscopi- 
cally and microscopically for as long as two months. 

Macroscopically, the electrical wounds could be 
distinguished from ordinary incisions by the pale 
red margins which appeared as early as the third 
day. After the third day a fine yellowish streak 
could be seen between the wound margins. At this 
stage the margins were separated from each other. 
The necrotic streak did not disappear until the 
fourth or fifth day, and the wound margins finally 
came into contact only after the eighth day. 

Histologically, the changes were characterized by 
the fact that primary healing occurred only when 
the coagulated portions had fallen away. Thus true 
primary wound healing, in the strict sense of the 
word, is not possible in electrically made wounds. 
In the skin the retardation of healing involves great 
danger of postoperative infection. In other tissues 
conditions are more favorable. Both the subcuta- 


neous connective tissue and fatty tissue heal more 
quickly and perfectly than the skin. The wound 


margins are firmly united by the fourth or fifth day. 
In fatty tissue the eschar is particularly thin whereas 
in muscle incisions the conditions are practically as 
favorable as in wounds made by the surgical scal- 
pel. In intestinal wounds the mucosa is partly cut 
through and partly coagulated. In the latter case 
epithelization is delayed. Coagulation of the mu- 
cosa has the advantages of a hemostatic suture and 
makes it unnecessary to open the bowel. Thus, 
coagulation of the mucosa approaches the ideal of an 
aseptic bowel operation. In the parenchymatous 
organs an especially well-defined layer of necrosis is 
present beyond the zone of coagulation. In brain 
tissue the necrotic zone is particularly small, and 
healing is scarcely to be differentiated from that in 
wounds made with the scalpel. K. H. BAver (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Yodh, B. B.: Observations on the Treatment of 
Tetanus. Brit. M.J., 1932, ii, 589. 

The fatal effects of tetanus are due principally to: 
(1) poisoning of the vital centers causing respiratory 
and cardiac paralysis and failure, and (2) exhaustion 
due to continuous muscular spasm with superim- 
posed seizures which are intensely aggravated by 
peripheral stimuli, even very light ones. 
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The treatment of the second factor requires quie; 
and darkness. Among the sedatives usually em. 
ployed, especially in the beginning, are bromides. 
and chloretone. These are given in large doses 
When the spasms are very severe, morphine and 
atropin may be used. The author employs liquor 
somniferus instead of chloroform as in several cases 
the latter has caused pulmonary oedema. ie does 
not give injections of carbolic acid and mavnesiyy 
sulphate. 

The local wound treatment is importa: 
better to excise the wound area than to trea: 
antiseptics. For cases in which excision is im) 
cauterization and the injection of oxyge 
wound are advocated. General supporti 
ment is necessary. A liquid diet should be gi 
glucose administered by proctoclysis. 

Antitoxin should be administered subcut 
intramuscularly, intravenously, and intr 
Its intrathecal administration should }y 
plished by lumbar puncture or puncture « 
terna magna. 

Early neutralization of all circulating toxin by in 
jections of large doses of the antitoxin and main 
tenance of the proper concentration of antitoxin b) 
repeated intravenous and intramuscular injections 
are necessary. Intrathecal administration of the 
antitoxin is of more benefit than the other methods 
When the injection is made into the cisterna magna 
and supplemented by administration of the anti 
toxin through the skin, muscles, and veins, one punc- 
ture is usually sufficient. In the majority of cases 
some clinical improvement follows within twenty 
four hours after puncture of the cisterna magna 
The antitoxin appears to neutralize any toxin that is 
free in the cerebrospinal fluid at the time of the in 
jection. The patient is rendered more comfortable 
and takes food more easily, and the lock ja 
improve more quickly. Reactions may follow th 
injection, but can be controlled by adequate doses of 
calcium by mouth or intravenously. 

The amount of antitoxin necessary vari 
erably in different cases. Patients hav 
after the administration of 40,000 units 
others have required more than 400,000 wnits 
quantity indicated depends on the seve 
primary infection, the incubation period, | he site 0! 
the injury, the vitality of the patient, and other fa 
tors. The administration should be kept up as long 
as there are spasms and general rigidity. If it} 
stopped too early, the spasms and rigidii\ may re 
turn. 

The author describes the technique o! | 
the cisterna magna. The needle is intro: 
center of a line drawn from the tips of th 
processes. It is inserted slowly and n 
than 6 cm. After 30 c.cm. of spinal flui 
withdrawn an equal or slightly smalle: 

serum is introduced by gravity and thi 
bed is elevated to keep the serum in con 
higher parts of the cord for a longer peri! 
Howarp A. McKn 
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SURGICAL TECHNIQUE 


White, W. A., Jr., and Cooney, E. A.: A Non- 
Operative Treatment of Carbuncles. New Eng- 
land J. Med., 1932, ccvii, 398. 

White and Cooney review 500 cases of carbuncle 
treated in the Boston City Hospital. In the 110 
cases in which protein therapy was given the course 
of the condition was shorter than in cases treated by 
surgery except those of very small carbuncles. The 
protein agent used was aolan, omnadin, or activin. 
The dosages varied according to the response. Over- 
josage seemed impossible. Intramuscular injections 
vere given into the gluteal or deltoid regions. In the 
treatment of the largest carbuncles the average num- 
ber of injections was 4. The authors favor inter- 
mittent applications of moist heat as long as inflam- 
mation is present. 

The results in the cases reviewed indicate that 
non-specific protein therapy assists the natural 
course run by carbuncles and renders surgery un- 
necessary. It checks the spread of the infection and 
relieves the pain in from two to eight hours. 

ELIZABETH CRANSTON. 


ANAESTHESIA 


Kirschner, M.: Spinal Zone Anesthesia; Placed at 
Will and Dosage Individually Graded. Surz., 
Gynec. & Obst., 1932, lv, 316. 

While spinal anesthesia is a valuable method, it 
is still frequently unsatisfactory. The author has 
therefore devised a procedure by which the anes- 
thetic solution may be placed at will and maintained 
ina definite segment of the spinal cord and the dos- 
age can be regulated according to the requirements 
of the particular case as in inhalation narcosis. 

With the patient’s head low and buttocks ele- 
vated, a spinal puncture is done and a certain 
‘mount of cerebrospinal fluid is removed and re- 
placed by an equal volume of air. An anesthetic 
solution lighter than, and not miscible with, the 
cerebrospinal fluid is then injected into the dural 
sac. The fluid will take its place between the spinal 
uid and the air bubble and will remain there be- 
cause, as it is lighter than the cerebrospinal fluid, it 
cannot spread cephalad, and as it is heavier than 
air, it cannot pass toward the sacrum. Therefore 
one anwsthesia is produced only in the spinal roots 
passing through this layer of anesthetic solution. 
lo raise the level of anasthesia more spinal fluid is 
temoved and more air and anesthetic are injected. 
‘or safety, the author places the upper limit of 
inesthesia no higher than the intermamillary line. 
‘0 control the depth of anaesthesia, more anzs- 
thetic can be added as needed. 

The use of this method requires a double syringe 
wg a barrel with a capacity of 50 c.cm. for air 
‘nda barrel with a capacity of 10 c.cm. for the 

n esthetic solution, The site of injection is never 
‘igher than the interspace between the first and 
second lumbar vertebra. During the induction of 
we anesthesia and the operation and until the 
‘esthetic effect has worn off after the operation, 
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the patient must be kept in a lateral prone position 
with the head low at an inclination of 25 degrees to 
prevent sending the anvsthetic and air cranialward. 
As a rule from 25 to 30 c.cm. of air and from 2.5 to 


3 c.cm. of a % per cent solution of percain are in- 
jected. 

This method has been used successfully in 700 
cases. In operations on the upper abdomen in 
which the sympathetic and vagus nerves require 
additional anwsthetization the author employs a 
high pressure local anwsthesia automaton. With 
this apparatus, under a pressure of 3.5 atmospheres, 
a % per cent novocain solution with a !4:1,000 
percain-suprarenin solution is injected into the tissues 
in which these nerves run. 

GeorceE R. McAutier, M.D. 


Willinsky, A. I.: The Clinical Significance of the 
Form and Functions of the Dorsal Roots in 
Spinal Anesthesia. Am. J. Surg., 1932, xvii, 220. 


The author correlates some of the known facts 
of the anatomy and physiology of one division of 
the sensory pathways and on the basis of this 
evidence formulates a hypothesis to explain some 
of the physiological disturbances produced by spinal 
anesthesia. His interpretations are based entirely 
on clinical experience. He believes that, contrary 
to the teachings of Labat, Babcock, and others, 
motor paralysis is not the natural consequence of 
spinal anesthesia. He attributes the apparent mo 
tor paralysis to the effect of the drug on the af 
ferent side of the nervous system, and cites the 
well-known experiment of Starling in which loss of 
function in a limb was produced by sectioning all 
of the posterior roots supplying the limb proximal 
to the ganglion. He cites also anatomical, physio 
logical, pharmacological, and clinical evidence in 
support of this view. He believes that spinal anies 
thesia is a pure, posterior radicular block of variable 
intensity. Louis P. GamBer, M.D. 


Seevers, M. H., and Waters, R. M.: Respiratory and 
Circulatory Changes During Spinal Anzs- 
thesia. J. Am. M. Ass., 1932, xcix, 991. 


The usual cause of immediate death from spinal 
anesthesia is respiratory paralysis. This is the re 
sult of one or a combination of the following three 
mechanisms: 

1. Direct action on the medullary respiratory 
centers by diffusion of the drug to the fourth ven 
tricle in concentrations sufficient to produce paraly 
sis. 

2. Ascending block of the intercostal and phrenic 
nerves. Paralysis from this cause is unquestionably 
preventable as it is due to: (a) ignorance of, or in 
experience with, the technical aspects of the proce 
dure, or (b) unsuccessful attempts to produce a se 
lective sensory nerve block of the neck and upper 
thoracic regions. 

3. Insufficient nutrient flow of blood through 
the central respiratory mechanism secondary to 
cardiovascular depression. Since the integrity of 
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the respiratory center depends on the maintenance 
of an adequate volume flow of su'ficiently oxygen- 
ated blood, the obvious inference is that the latter 
mechanism is responsible for the majority of cases 
of respiratory failure. 

Grave cardiovascular changes usually occur only 
in blocks that involve the chest. As the thorax is 
involved, two important factors enter into consid- 
eration: (1) additional paralysis of the vasocon- 
strictor fibers, and (2) intercostal nerve paralysis. 

Little attention has been directed to the conse- 
quences of partial or complete loss of costal respira- 
tion when it is superimposed on a vascular incom- 
petence involving two-thirds of the body. 

The main thesis of this article is that the oxygen 
needs of the body are not adequately met because 
of a reduction of the volume flow of blood and a de- 
crease in the gaseous exchange in the lungs propor- 
tional to the lowered thoracic excursion. 

The authors report experiments which were car- 
ried out on thirty-seven large dogs. Three hours 
before the experiments the animals were an:esthe- 
tized by the intravenous injection of 250 mgm. of 
sodium barbital per kilogram of body weight. By 
this procedure an initial mean blood pressure of 
from 140 to 170 mm. of mercury and good respira- 
tory activity were assured. A few controls with 
ethylene and others with local infiltration for the 
operative procedure indicated that barbital modifies 
the end-result only slightly, provided sufficient time 
(three hours) is allowed after the injection before 
the experiment is begun. Removal of one spinous 
process or partial laminectomy was performed to 
insure intradural block. 

The animal was then placed in a small Drinker 
respirator. This apparatus offers an ideal mechani- 
cal means of simulating normal costal respiration 
and in addition serves as a body plethysmograph to 
record respiration. Unobstructed respiration was 
assured by either a tracheal cannula or a closed 
endotracheal catheter. 

The experimental procedure consisted in inducing’ 
a block with procain hydrochloride or sectioning the 
cord at various levels and making as many of the 
following determinations as were compatible with 
the technique involved: 

1. Cardiovascular data: heart rate, pulse pres- 
sure, mean arterial pressure, right auricular and 
iliac venous pressure, and leg volume. 

2. Respiration: rate, amplitude, type, minute 
volume exchange, intra-abdominal and intrapleural 
pressures, alveolar oxygen and carbon dioxide, blood 
oxygen and carbon dioxide, and oxygen consump- 
tion. 

3. Treatment: artificial respiration, oxygen, car- 
bon dioxide, position, pressure on body, and various 
pressor and stimulant drugs. 

It was found that as a rule dogs exhibit a tendency 
toward vagotonia, particularly if the block is high. 
The relatively slow heart noted clinically allows an 
increased diastolic filling and a relatively large stroke 
volume. Clinically, a rapid heart during spinal 


anesthesia is a danger signal and usually follows 
decrease in the blood volume secondary to hemor 
rhage. It is serious and demands immediate replace- 
ment of the original circulating volume. It is readily 
produced in dogs by h.emorrhage. 

The fall in systolic pressure is directly propor. 
tional to the height of the block. The diastolic pres 
sure is usually lowered as it is a measure of the 
peripheral resistance to the blood flow. A study of 
the venous pressure of dogs made directly by the 
introduction of a cannula through the right ec 
jugular into the right auricle indicates tha 
venous pressure usually rises in proportion 
fall in the mean arterial pressure. A rise occur 
in the venous pressure in the iliac vein. How: 
the total blood volume is diminished by 
rhage, a fall in the venous pressure in th 
auricle is noted. 

To be effective on the cardiac output the increased 
pressure in the right auricle must be transmitted 
from the right side of the heart through the capil 
laries of the lungs to the left side of the heart 

It is known that the venous pressure decr 
the right side of the heart in shock of hematogeni 
origin, and it has been generally accepted that this 
observation is applicable to spinal aniwsthesia 

The origin of shock in spinal anesthesia is initially 
entirely neurogenic. 

Experimentally, the efficiency of respiration, tho 
racic excursion, and minute volume exchange de 
creases in blocks in involving the thoracic region. 
The decrease is proportional to the height of the 
block. In general, the same alterations ure noted 
clinically. In the low thoracic blocks, compensation 
by increased diaphragmatic activity may occur. 

Further evidence of the decrease in pulmonary 
ventilation is furnished by studies of variations of 
intrapleural pressure. In the barbitalized dog the 
normal variations in the intrapleural pressure are 
from an inspiratory pressure of —12 to —15 cm. of 
water to an expiratory pressure of —4 to —5 cm. of 
water. With complete paralysis of costal respiration, 
these variations are reduced to —10 to —12 during 
inspiration and —8 to —10 during expiration. 

The changes are probably due largely to increased 
diaphragmatic activity. 

With regard to treatment the authors found that 
artificial respiration alone with the Drinker respira- 
tor and alternate positive and negative pressures 
will maintain the blood pressure near its original 
level after either a block completely paralyzing all 
respiratory activity or section of the cord at the cor 
responding level. 

Exposure of the epithelium of the lungs to high 
concentrations of oxygen markedly augments th 
beneficial effects of artificial respiration. 

Passive distention of the lungs with roo per ce 
oxygen will maintain an adequate blood pressure! 
the absence of all respiratory movement ior at least 
fifteen minutes. . 

The inhalation of carbon dioxide in 5 and 10 pe! 
cent concentrations in oxygen always resulted 1m 
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further lowering of the blood pressure in the animal 
with a low blood pressure accompanying thoracic 
paralysis. 4 

The authors conclude that even when peripheral 
resistance to blood flow has been reduced to the 
minimum by paralysis of all vasomotor nerves and 
skeletal muscle the cardiovascular system will un- 
questionably remain competent if. the volume of 
adequately oxygenated blood retained within the 
vascular boundaries is sufficient to keep up an 
efiective circulation to the vital organs. To combat 
the altered physiological conditions the following 
four methods are suggested: 

1. Maintenance of high percentages of oxygen in 
the alveoli or artificial respiration to increase the 
easily available oxygen of the blood. 

2. The use of drugs to effect an increase in periph- 
eral resistance or an increase in the cardiac output. 
Ephedrin has received an extended clinical trial in 
spinal anesthesia, and evidence from both the clinic 
and the laboratory indicates that its continued use 
is warranted. 

3. The use of position to favor gravitational cir- 
culation. It seems possible that the Trendelenburg 
position may be a factor in the etiology of post- 
operative pulmonary complications. 

4. Increasing the total volume of circulating 
blood. In dogs, injections of rather large amounts of 
a physiological solution of sodium chloride prior to 
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intradural block was quite effective in preventing a 
marked fall in the blood pressure. When spinal 
anwsthesia is the method of choice for operation on 
a patient who is a poor risk, the authors use a slow 
intravenous drip and begin it immediately after the 
block has been induced. 

The essentials for the use of spinal anaesthesia 
with maximum safety are summarized as follows: 

1. Proper selection of risks, the deciding factors 
being absolute need for complete muscular relaxa- 
tion and the ability of the patient to oxygenate his 
tissues normally. This precludes the routine use of 
spinal anesthesia in abdominal conditions. 

2. Limitation of the block to exclude major tho- 
racic involvement. 

3. The combating of cardiovascular collapse by 
the judicious use of inhalations of oxygen through- 
out the surgical procedure, the administration of 
ephedrin to maintain the original blood pressure, a 
moderate Trendelenburg position when indicated, 
and the proper administration of fluid while the 
physiological integrity of the blood vessels and 
heart is still maintained. 

4. Artificial respiration with undiluted oxygen in 
impending circulatory or respiratory failure. 

5. Postoperative hyperventilation with carbon 
dioxide periodically throughout the first twenty-four 
hours to expand atelectatic portions of the lungs. 

W. N. Rowtey, M.D. 
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ROENTGENOLOGY 


Schnitker, M. A., Hodges, P. C., and Whitacre, 
F. E.: Roentgenological Evidence of Fetal 
Death. Am. J. Roentgenol., 1932, XXvili, 340. 

After reviewing briefly the clinical signs of fetal 
death, discussing the gross pathological changes in 
the stillborn fetus, and outlining the theories of 
others regarding the roentgen findings in fetal death, 
the authors report their studies of roentgenograms 
made in 176 pregnancies, in 14 of which the fetus 
proved to be dead. 

Although certain clinical signs and symptoms are 
recognized as of aid in the diagnosis of fetal death, 
no one of them is thoroughly reliable. The authors 
discuss the pathological changes which the macer- 
ated fetus undergoes, especially with the view of 
correlating them with such roentgen findings as have 
been claimed to be of value in the diagnosis. 

They state that the detailed roentgen appearance 
of the skeleton of the living fetus is a function of 
fetal age, maternal build, and numerous technical 
factors. Significant alterations in the roentgenogram 
dependent upon pathological changes ushered in by 
fetal death may reasonably be expected and have 
been demonstrated. The 5 most important ones 
reported are: (1) overlapping of the skull bones with 
asymmetry of the head, (2) lordosis of the caudal 
half of the spine, (3) collapse of the thoracic cage, 
(4) disproportion between the size of the fetus and 
the duration of the pregnancy, and (5) faintness of 
the shadow of the fetal skeleton due supposedly to 
decalcification. 

Of the 14 dead fetuses studied by the authors, 
11 presented 2 or more of these criteria of fetal 
death. The skull bones were overlapped in 3, the 
spine was angulated in 7, the thorax was collapsed in 
2 (questionable), and disproportion and faintness of 
the shadow attributed to decalcification was present 
in 7. Of the 162 women who were delivered of a 
living child, 15 were in labor at the time the roentgen 
examination was made. Of the infants of the latter, 
overlapping of the skull bones was present in 4 and 
angulation of the spine in 5. In 7, no changes of any 
sort were noted. Of the 147 infants born alive who 
were examined when the women were not in labor, 9 
showed skull changes which might have been inter- 
preted as overlapping, but no other criteria, and 17, 
though presenting a normal skull, showed angulation 
of the spine. 

Short abstracts of the histories of the 14 cases in 
which the child was born dead and of 8 illustrative 
cases from the group in which the child was born 
alive are given. The findings are subjected to critical 
consideration for the purpose of evaluating the 
different criteria. Disproportion is discussed at 


length with particular reference to acceptable stan- 
dards. The following conclusions are drawn: 

1. Roentgenographic demonstration of overlap 
ping of the skull bones of a fetus in utero is fairl 
reliable evidence that the fetus is dead provided the 
woman is not in labor and care has been taken to 
exclude pseudo-overlapping due to the ov 
images of sutures and fontanelles. 

2. Absence of overlapping means little. Concly 
sive evidence is lacking as to the exact relati ship 
between the date of fetal death and the development 
of this sign, but it is generally agreed that some time 
must elapse. Faintness of the fetal shado 
mask overlapping, and hydrocephalus may | 
its development. 

3. Spinal angulation and thoracic collapse appear 
to be of doubtful value as criteria of fetal death. 

4. It is dangerous to diagnose decalcifica 
every instance of a faint or blurred fetal sha 
cause early in pregnancy this appearance may be 
due to failure to calcify rather than a loss of calcium 
previously present, and even when the skeleton is 
well calcified, excessive amniotic fluid, respirator 
movements, and many technical factors may pro 
duce the same appearance. Moreover, information 
is lacking as to the quantity of calcium in the human 
fetus, either macerated or normal, and some em 
bryologists and clinicians insist that no decalcifica 
tion occurs in maceration. 

5. Anthropometric data published by Scammon 
and Calkins allow a reasonably accurate opinion as 
to the age of a fetus if its occipitofrontal diameter is 
known. Even with very coarse roentgenographi 
measurements of this diameter, roentgen estimates 
of fetal age have agreed surprisingly well with the 
age estimated from the menstrual or delivery date in 
a considerable number of cases. Disproportion be 
tween ages thus calculated and the supposed dura 
tion of gestation constitutes a valuable criterion of 
fetal death, and accurate fetometry by stereo 
roentgenographic methods ought to improve the 
validity of the diagnosis. 

6. Absence of any one or all of the criteria does 
not exclude the possibility that the fetus is dead 
because they all depend upon the degree 0! 
tion. Therefore it seems worth while to point oul 
that the roentgenographic diagnosis of movement 0! 
a fetal part occurring during the roentgen examina 
tion constitutes conclusive evidence of fetal life 

ApotpH Hartt M.D 
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Irwin, D. A.: The Experimental Intravenous 
Administration of Colloidal Thorium Dioxide. 
Canadian M. Ass. J., 1932, XXvii, 130. 


Irwin reports the sequele of the intravenous 
injection of colloidal thorium dioxide into t wenty-tve 
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healthy rabbits. Varying initial doses of the thorium 
compound were given and the rabbits examined at 
intervals thereafter. In the cases of some of the 
animals small daily doses were given for a period of 
months. The clinical course and the changing dens- 
ity of the liver and spleen to the roentgen rays were 
observed and the blood and urine examined. The 
tissues were examined histologically. To ascertain 
the presence or absence of thorium in malignant 
tissues, studies were made on two chickens with Rous 
sarcoma. 

The reports of other investigators along similar 
lines are cited briefly. The technique used by the 
author and his findings in the liver, spleen, adrenals, 
bone marrow, lungs, ovaries, kidneys, blood, and 
urine are described in detail. 

A 25 per cent colloidal solution of thorium dioxide 
injected intravenously into the rabbits circulated for 
about five minutes in the colloidal state and then 
flocculated. The flocculated particles were engulfed 
for the most part by the reticulo-endothelial cells 
of the liver, spleen, lymphatic tissue, and bone 
marrow and by the parenchymatous cells of the 
liver. A moderate number were found lying free in 
the reticulum of the spleen and the lymph nodes. 
\ relatively small number were picked up by the 
adrenal glands and ovaries. The thorium dioxide in 
a finely divided state in the liver and spleen ab- 
sorbed many of the roentgen rays that usually pene- 
trate the hepatic and splenic tissues and produced 
a shadow which permitted visualization of these 
organs. The shadow cast by the bone marrow was 
obscured by the covering bone. When large doses 
were used, the lymphatic glands were visualized. 
In the adrenals and ovaries the amount of thorium 
dioxide was relatively so slight as to indicate that 
the dosage necessary for visualization of these 
organs would be tremendous and impractical. 

The presence of thorium dioxide in the tissues was 

innocuous. During a period of four months no 
untoward reaction due to it was noted from doses 
up to 5 c.cm. per kilogram of body weight. 
_No evidence of elimination of thorium dioxide 
irom the spleen, bone marrow, lymphatic glands, or 
ovaries has been observed in a period of four months. 
rhe cells of the adrenal gland which were laden with 
the thorium dioxide were apparently passed very 
slowly into the adrenal vein and probably later 
caught in the capillaries of the lungs. The thorium 
‘oxide of the liver cells gradually accumulated in 
the Kupfier cells, which migrated to the central vein 
area and then passed into the blood stream and 
through the right heart to the lungs, where they 
became lodged in the capillaries and eventually cast 
of'inthe bronchial mucus. AvotpH Hartunc, M.D. 


Piney, A., and Riach, J. S.: The Treatment of 
Chronic Myeloid Leukemia. Brit. J. Radiol., 


1932, V, 393. 


_ All of the available evidence indicates that the 
one marrow is the site of the primary pathological 
‘ange In myeloid leukemia. 


More important than the total white cell count is 
the differential count. The higher the percentage of 
immature and abnormal leucocytes, the more serious 
the condition. A graver sign is the presence in the 
blood of a considerable percentage of immature cells 
such as myeloblasts together with a fair number of 
completely mature cells but practically no inter- 
mediate forms. 

Irradiation treatment of leukemia is undoubtedly 
the most effective, but should not be used until all 
of the non-irradiation methods have ceased to be 
beneficial. 

Of the drugs, arsenic, iron, and benzol have 
proved most valuable. 

X-ray treatments will ultimately fail. Radium 
may then be employed or thorium-X may be used 
either intravenously or orally. 

Blood transfusions may be necessary to alleviate 
the anemia and tide the patient over a crisis. Sple- 
nectomy has been advocated, but the authors have 
had no experience with it. 

In chronic myeloid leukemia irradiation may be 
given over the spleen or long bones or both. Accord 
ing to the authors’ experience it is better to give a 
preliminary irradiation of the long bones and follow 
this with irradiation of the spleen. A greater fall 
in the number of abnormal cells will thus be pro 
duced than if the spleen is treated alone, although 
the total number of white cells may not be reduced 
any more than if treatment is confined to the spleen. 

It is dangerous to reduce the number of leucocytes 
too greatly if mature forms are falling to subnormal 
numbers. So long as the reduction affects only ab 
norma! leucocytes, it is quite safe to force the num 
ber to from 9,000 to 10,000 per cubic millimeter. 

The authors contend that it is necessary to observe 
the blood picture at very short intervals throughout 
the patient’s life and initiate treatment in the early 
hematological relapses before clinical relapse mani 
fests itself. Cuarves H. Heacock, M.D. 


RADIUM 


Cramer, W.: Experimental Observations on the 
Effect of Radium on a Precancerous Skin Area. 
Brit. J. Radiol., 1932, v, 618. 


Cramer reports experiments carried out on mice 
to determine the effect of radium upon so-called 
“precancerous” lesions of the skin. The precancer 
ous lesion was produced by painting the skin with 
tar in quantities sufficient to cause warts or tar 
papillomata, about 80 per cent of which would go 
on to malignant new growths. It was hoped to learn 
whether radium is indicated or contra-indicated in 
precancerous lesions. Some light was thrown upon 
the problem of radium therapy of new growths by 
the fact that various skin areas subjected to chronic 
irritation from tar painting developed malignant 
new growths in one portion and then in another por- 
tion. This indicated that chronic irritation of an 
organ may result in the formation in various areas 
in that organ of new growths which are independent 
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of one another and not secondary lesions. Therefore 
it indicated that in cancer of the breast, for example, 
the whole breast should be removed even when only 
a portion of it is involved by the cancer. 

One hundred and twenty mice were used in 2 
series of experiments which were the same except 
that the area of skin painting was larger and the dose 
of radium smaller in one series than in the other. 
The mice were painted twice weekly for a limited 
period. The painting was stopped before warts ap- 
peared. Half of the surviving mice were irradiated 
over the tar-painted area and the others were used 
as controls. The mice were examined once a week. 
In the first series of experiments the area of skin 
measured about 0.3 cm. in diameter and 1 drop of 
tar was applied twice weekly for ten weeks. Of the 
50 mice, 40 survived the treatment. Twenty of 
these were irradiated for a period of one hour with an 
applicator 20 mm. square containing 58 mgm. of 
radium element screened with 0.18 mm. of silver and 
at a distance of o.5 cm. In the second series of ex- 
periments 1 sq. cm. of skin was painted for eight 
weeks. Eighty of 100 mice survived this treatment. 
Forty were treated with radium. The dose with the 
same technique was reduced one-half. One hour’s 


exposure with the technique described caused a 
marked inflammatory reaction and in some instances 


destruction of the epidermis. In the skin painted 
with tar, exposure for half an hour produced about 
the same effect as exposure for an hour in the case of 
normal skin, and exposure for an hour produced a 
much more intense reaction. 

The details as to the classification of the mice, the 
appearance of the tumors, the time of degeneration, 
and the results of the irradiation are discussed with 
tables, charts, and curves. The results and conclu- 
sions are summarized as follows: 

The application of radium to a precancerous area 
delays and sometimes inhibits the development of 
malignancy. The effect was most marked when the 
precancerous lesion was in the early stages and the 
dosage of radium was relatively large. No evidence 
of breaking down of the resistance to malignancy as 
a result of the radium irradiation could be olserved, 
It therefore appears that in clinical cases carefully 
given radium therapy is definitely indicated in pre- 
cancerous conditions to prevent the development of 
cancer. When radium therapy is given to a fully de 
veloped malignant tumor in man, the possibility that 
other parts of the tissue or organ involved may be in 
a precancerous stage strongly indicates irradiation 
of the whole organ. In cases of breast carcinoma, 
for example, the entire gland should be irradiated. 

A. JAMES Larkin, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Greer, A. E.: The Use of Fetal Spleen in Agranulo- 
cytosis. A Preliminary Report. Texas Stale 
J. M., 1932, XXviii, 289. 

Certain observations point to a close interrela- 
tionship between the spleen and the bone marrow. 
The rdle of the spleen in fetal and postnatal hama- 
topoiesis and the occurrence of myeloid metaplasia 
in the spleen in myelosis and in bone-marrow sclero- 
sis suggest the possibility of a complementary re- 
lationship. In most leucopenic diseases the splenic 
pulp is considerably and uniformly affected. 

In 1900 Carpenter reported that he had found 
splenic extract of value in the treatment of typhoid 
feverand malaria. After its use the leucocytes were 
increased. 

Adami and Nicholls have called attention to the 
rarity with which septicaemic diseases produce ab- 
scesses in the spleen. 

The author has used fetal calf spleen in the treat- 
ment of agranulocytic angina, but makes no claim 
as to specificity of this treatment. He reports three 
cases in detail. In the first case the administration 
of 120 gm. of the raw spleen in tomato juice daily 
was followed by a rise in the leucocytic count from 
1,500 to 4,000. When the dose was increased to 180 
gm. the leucocyte count rose to 9,000. A fourth case 
is also reported, but not in detail. There were two 
recoveries and two deaths. W.N. Row .ey, M.D. 


Benvenuti, B.: A Clinicostatistical Contribution 
to the Prophylaxis and Cure of Surgical Tuber- 
culosis in the Young (Contributo clinicostatistico 
alla profilassi e alla cura della tubercolosi chirurgica 
nei giovani). Arch. ital. di chir., 1932, xxXxi, 337. 


The author undertook this statistical study be- 
cause of the continued differences of opinion regard- 
ing the treatment indicated in so-called surgical 


tuberculosis. He reviewed the cases treated in the 
Ospizio Marino di Bocca d’Arno in the period from 
1920 to 1930. These totalled 4,128. Prophylactic 
treatment was given in 3,164 and treatment for an 
already developed lesion in 964. 

The value of heliotherapy and the methods em- 
ployed in the institution mentioned are discussed. 
benvenuti emphasizes that the general resistance 
‘the body is of importance in the cure of surgical 
‘uverculosis even when radical extirpation of the 
sion is done. In the cases reviewed, surgical inter- 
tition was limited to minor procedures and care 
as taken not to disturb the natural barriers to the 
spread of the infection. 

From 1,000 cured cases the author concludes that 
“Ohservative treatment instituted at the proper 


time and in a rational manner nearly always results 
in cure. He attributes failure to late diagnosis, 
late treatment, or incorrect methods used in the 
treatment. A. Louts Rost, M.D. 


Ajmar, F.: A Clinical and Anatomicopathological 
Contribution on Spontaneous Juvenile Gan- 
grene (Contributo clinico ed anatomo-patologic » 
alla conoscenza della gangrene spontanea giovanile) 
Arch. ital. di chir., 1932, Xxxii, 69. 

The author reviews briefly the work of Winiwar- 
ter, Buerger, Oppel, and Goecke on the obliterative 
lesions of the blood vessels of the extremities, dis- 
cusses the various theories regarding the etiology, 
and reports a case of the type that has led to much 
of the confusion. 

The case reported was that of a man thirty-six 
years of age who was suffering from intermittent 
claudication. The clinical manifestations in this 
case were those common to most cases of obliteration 
of the vessels of the lower extremities. In spite of 
periarterial sympathectomy, amputation became 
necessary because of the development of gangrene. 
The amputated member was subjected to careful 
examination. The author gives a detailed descrip- 
tion of sections taken at diiferent levels in the vas- 
cular tree. 

It was found that, whereas the arteries presented 
severe changes up to complete obliteration, the sat- 
ellite veins showed only slight alterations which 
were not of a proliferative nature and, in the au- 
thor’s opinion, were secondary to the changes in the 
arteries. The superficial veins and the vasa vasorum 
were unchanged. 

This case was unusual because the most advanced 
and oldest lesions were localized in the large artery of 
the extremity, the femoral artery, and this vessel was 
completely obliterated when the small vessels were 
only slightly changed. Especially the very small 
arteries, which in the ordinary case are attacked 
first, were normal or showed only inactivity changes. 
There were no changes in the perineurium or nerves. 

The author believes that this case does not fit in 
with any definite group and that if a conclusion can 
be drawn from a single instance he would call the 
condition a systemic disease of the vessels, especially 
those of the extremities. A. Louts Rosi, M.D. 


Adair, F. E., Pack, G. T., and Farrior, J. H.: Lipo- 
mata. Am. J. Cancer, 1932, Xvi, 1104. 


Lipomata may occur anywhere within the body 
and may even cause death by growth and pressure 
in vital regions. Because of their widespread dis- 
tribution, these tumors must always be considered 
in the differential diagnosis of somatic neoplasms. 
According to their location, lipomata may be classi- 
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fied as subcutaneous, intermuscular, and visceral. 
They occur frequently on the back of the neck, but 
seldom on the face, scalp, or sternal region. They 
are common on the forearm and rare on the lower 
legs. The axilla are common sites, but the inguinal 
region is seldom involved. 

Of the patients studied by the authors, 6.7 per 
cent had multiple lipomata. The largest number of 
tumors found in any subject was 160. Of 4 tumors 
which were recurrent, 3 recurred as simple lipomata 
after probably incomplete removal and 1 recurred as 
a liposarcoma. The largest tumor weighed 13 |b., 
and the second largest 4 lb. 

Lipomata and neurofibromata have certain simi- 
larities. In their differentiation, transillumination 
has been of some aid as lipomata are translucent and 
neurofibromata are opaque to transmitted light. 

The 15 lipomata of the breast studied by the 
authors presented special problems in diagnosis. 
Most of them were retromammary and could not be 
palpated well, and their elasticity simulated the 
fluctuation of deep cysts of the breasts. Lipomata 
in the mammary fold caused dimpling by their 
attachment to the skin and thereby suggested sweat- 
gland carcinomata which occur frequently in this 
location. Lipomata in the axilla could not always 
be differentiated from aberrant breast tissue (poly- 
mastia) or from sebaceous cysts of the large apocrine 
sweat glands. 

The greater frequency of lipomata in females than 
in males has been explained by the greater tendency 
of females to accumulate fatty tissue. Another ex- 
planation is that women are more concerned than 
men with the cosmetic aspects of the tumors and 
therefore are more inclined to report to the clinic. 

The average age of the 134 patients whose cases 
are reviewed by the authors was forty-one years. 
In 42 per cent the tumor appeared between the ages 
of forty and fifty years, an age at which fat usually 
begins to accumulate. The youngest patient was a 
boy of five months. 

The authors suggest the following clinicopatho- 
logical classification of lipomata: 

1. The simple, solitary lipoma. This tumor usu- 
ally occurs at a time of life when weight is increas- 
ing. It is soft and lobulated, and is located just be- 
neath the integument, to which it is attached, pro- 
ducing the characteristic skin “‘tug.”’ 

2. Multiple lipomata. These tumors, which the 
authors believe to be neurolipomata, are not con- 
genital, but develop during adolescence or later life. 
They are of a firmer texture than the solitary lipoma 
and are usually not adherent to skin. Because of 
their symmetrical distribution, they are commonly 
confused with multiple neurofibromata. 

3. Congenital diffuse lipomatosis. This variety 
of lipoma is confined to one or two limbs and is 
usually associated with corresponding enlargement 
of the muscles and bones of the limb. It may co- 
exist with diffuse cavernous hemangiomata. 

4. Degenerated lipomata. These tumors really 
do not. need a separate classification. They repre- 
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sent the large or bulky lipomata which have under 


gone certain degenerative changes as the res] 
rapid growth or impairment of their blood 


The xantholipomata and myxolipomata 
known examples. 


5. Liposarcomata. As some of the rapid 
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ing lipomata have shown malignant qualiti 
very cellular lipoma with numerous cells coy} 


only traces of fat should be regarded as 


and treated as such, preferably by complet 


tion. Tumors of this type are rare. 


The multiple symmetrical lipomata a; 


congenital. They usually make their 
appearance shortly after adolescence. ‘I’! 
of multiple symmetrical lipomatosis_ 


Trauma and endocrine imbalance, particu! 


thyroid gland, have been suggested as 
factors, but clinical and pathological stu: 
support these theories. The authors |) 
multiple lipomata are of neurogenic origi) 
there is no histological evidence availal) 
stantiate this opinion. The multiple t 
definite gross morphological difference 
single lipomata in their dryness and li; 
yellow tint. Their light color is attribut 
clular character and the formation o/ 
quantities of fat. The older, larger tumo; 
deeper orange. As the tumors are so 
cleated, their environment has not lb 
microscopically as carefully as in the « 
rofibromatosis. 
ment of neurosarcomata often furnishes 
material for postmortem examination, 
multiple lipomata are rarely fatal. Th 


of lipomata with nerve fibers in the sul 


tissues has been observed, but it is possi 
relation is purely accidental. 


The authors summarize the clinical res 


between multiple lipomata and multi 
fibromata as follows: 

1. Both are of multicentric origin. 

2. The symmetrical distribution of 


suggests a disturbance or defect of the cent 


ous system as a causative factor. 

3. The multiple lipomata and ne 
have a similar regional localization, e.¢., : 
scapula, popliteal space, arms, thighs, 
region. 

4. Both conditions may be classiti 
taneous (frequently pedunculated), s: 
fascial, and visceral. The multiple li) 
appear in the lungs and liver, where fat 
absent. 

5. Multiple lipomata and neurotil 
co-exist in the same individual. 

6. The flat, coffee-colored pigment 
skin which constitute one of the stig! 
Recklinghausen’s disease are often obs 
tiple symmetrical lipomatosis. 

7. There is an undisputed hereditar 
influence on the genesis of both multi 
and neurofibromata. 


In the latter condition th 


he sot 
Dbroma 


the nec! 


1 lumbar 


intra 
taneous 


linn 


r familia 


lips ymat 





dom 
rable 
logy 
Cure 
f the 


alive 


0 not 


that 


tumors 


il ner 


yromal 


ne nec 


Jumbar 


intrac 


taneous 


ita Me 


ormall 


MISCELLANEOUS 65 


g, Sensory and trophic disturbances, e.g., hyper- 
ysthesia, pain, hypesthesia, and atrophy of the 
skin, are associated with both types of tumor. 

9. Painful scars are frequent following the extir- 
pation of lipomata and neurofibromata. 

10. Both varieties of tumor occur in young adults. 
(Occasionally they are not noticed by the patient 
until the loss of subcutaneous fat with senescence 
renders them prominent. JosepH K. Narat, M.D. 


EXPERIMENTAL SURGERY 


Milovanovi¢, M.: An Experimental Contribution on 
Fat Embolism (Ein experimenteller Beitrag zur 
Frage der Fettembolie). Med. Pregl., 1932, vii, 1. 

The author conducted a series of experiments on 
irogs, guinea pigs, and rabbits to determine whether, 
how, when, and to what extent fat embolism occurs 
after the subcutaneous injection of oil. Twenty per 
cent camphor oil, olive oil, and sesamum oil were 
injected subcutaneously at various places in the 
body, at various intervals, and in variable amounts. 

[he animals which did not die from intoxication 


RN) 


after the injections were killed with chloroform. 
The organs were fixed in formalin and the tissue was 
cut with a frozen-section microtome and stained 
with hematoxylin-Sudan stain. 

It was found that after subcutaneous injections of 
oil, fat emboli occur as a rule in the lungs. They are 
formed also in the heart, kidneys, liver, spleen, and 
brain, but not so regularly. They develop most fre- 
quently in the lungs, less frequently in the heart 
and liver, and still less frequently in the spleen 
and brain. 

Although they occur often and in all forms 
(obstructing capillaries, precapillaries, arterioles, 
and arteries) after subcutaneous injections of oils, 
they occur much more frequently after intravenous 
injections of the same oils. They are more numerous 
and more extensive the larger the amount of oil in 
jected and the longer the time elapsing between the 
injection and the death of the animal. When the 
same amount of oil is injected subcutaneously in 
different parts of the body at the same time or at 
intervals the number and distribution of the emboli 
are increased. PLIVERIC (Z). 





BIBLIOGRAPHY 29 CURRENT LITERATURE 


NotE—TueE Bop Face Ficures IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE oF Tyys 
IsSUE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May BE Founpn. 


SURGERY OF THE HEAD AND NECK 


Head 


The incision for operations on the temporomandibular 
joint and on the ramus of the mandible. G. Scumuprt. 
Deutsche Ztschr. f. Chir., 1932, ccxxxvi, 260. 

Observations on seventy-one mixed tumors of the par- 
otid gland. W. NEILL, Jr. Med. J. & Rec., 1932, cxxxvi, 
187. 

Mixed tumors of the submaxillary gland. A. GosseEt, 
I. BERTRAND, and P. FuNcK-BRENTANO. J. de chir., 
1932, xl, 161. [1] 

Adamantine epithelioma. R. F.C. Kecer. Arch. Surg., 
1932, Xxv, 498. 1 

Cancer of the jaw. R. PEYCELON. 
de chir., 1932, xxxili, 394. 


Arch. franco-belges 


Eye 


Cellular permeability in relation to ophthalmology. 
J. S. FrrepENwALp. Arch. Ophth., 1932, viii, 443- 

Researches in seeing. M. LuckresH and F. 
Am. J. Ophth., 1932, xv, 801. 

The principle of induction in color vision. 
Am. J. Ophth., 1932, xv, 789. 

Congenital strabismus. J. L. Pavfa. 
oftalmol. y de cirug. neurol., 

Resection operation for 
Arch. Ophth., 1932, viii, 321. 

The rotation of the eyeball. 
Australia, 1932, ii, 355. 

A clinical and therapeutic contribution on pulsating 
exophthalmos. F. Loos and F. J. IrstcLeEr. Deutsche 
Ztschr. f. Chir., 1932, ccxxxvi, 318. 

Recurrent intra-ocular hemorrhage in young adults 
(Eales’ disease). H. P. Hutcuinson. Brit. J. Ophth., 
1932, XV1, 513. 

Anthrax of the eye. ELIAssow and JEssE. 
f. Gewerbehyg., N. F., 1932, ix, ror. 

A case of filariasis oculi. K. K. NAyArand A. K. PILrat. 
Brit. J. Ophth., 1932, xvi, 549. 

Ocular pemphigus. W. M. JAMEs. 
xv, 815. 

Glaucoma. D. M. Yazujtan. J. Med. Soc. New Jersey, 
1932, XXix, 693. 

Acute glaucoma; an historical note. A. 
J. Ophth., 1932, xvi, 555. 

Some aspects in the etiology and treatment of acute and 
chronic glaucoma. E. J. Curran. J. Oklahoma State M. 
Ass., 1932, XXV, 387. 

Nzevus flammeus of the face and globe associated with 
glaucoma, vascular changes in the iris, and a calcified 
vascular growth in the left occipital lobe of the brain, 
with right homonymous hemianopsia. H. H. Tyson. 
Arch. Ophth., 1932, viii, 365. 

Experiences with Bentzen’s modification of Elliot’s 
operation. M. ZetHeELius. Acta ophth., 1932, x, 11, 91. 


. Moss. 
F. ALLEN. 


Rev. oto-neuro- 
1932, Vii, 289. 
strabismus. C. BERENS. 


KF. 


RussELL. Med. J. 


Zentralbl. 


Am. J. Ophth., 


1932, 


Sorssy. Brit. 


66 


Dissemination of sarcoma of the eye. E. Press! 
Ztschr. f. Augenh., 1932, Ixxvii, 82. 

Concerning the Argumosa-Dieffenbach operation. \Ai 
gueEz. Actas Soc. de cirug. de Madrid, 1931, i, 81 : 
Bilateral orbital abscesses following sinusit F. 
CLINTON and B. W. Warp. J. Oklahoma State \I te 

1932, XXV, 376. 

Metastatic carcinoma of the orbit. 
J. Ophth., 1932, xvi, 537. 

Congenital bilateral palsy of the abducens H 
PHILLIPps, J. K. Drrton, and G. O. Graves. Arch. Ophth., 
1932, Vili, 355. 

The differential diagnosis of papillitis from papilladema 
A. J. BEDELL. Pennsylvania M. J., 1932, xxxv, 831. 

Vernal conjunctivitis. Observations on cighty-seven 
cases at the Wills Hospital (1929-1931).  L. Leurreti 
Arch. Ophth., 1932, viii, 380. 

Gonococcal conjunctivitis in infants and children in the 
eye clinic at Jassy, Roumania, in the years from 19109 t 
1931. D. LAzArEscu. Rev. Ig. soc., 1932, ii, 467 

Lymphomata of the conjunctiva. C. FE. G. Suaxnox 
and L. F. McAnprews. Am. J. Ophth., 1932, xv, 821. 

An unusual result following traumatic iridocyclitis 
D. J. Woop. Brit. J. Ophth., 1932, xvi, 540. 

The duration of the action of certain drugs upon the 
pupil. K. Hermann and S. ENGEL. Nervenarzt, 1932, \, 
121. 

Biochemistry of the lens. I. Permeability of the aps 
of the lens. S. R. Grrrorp, J. E. LEBENSOHN, and Ls 
PunTENNY. Arch. Ophth., 1932, viii, 414. 3 

A report on the variations of the cholestero! and water 
content of the lens in relation to age and certain diseases 
(cataract and tetany). M.CaHANE. Cluju! med., 1032 
xiii, 215. 

Subsequent history of the retained nucleus alte 
cataract extraction. A. Knapp. Arch. Ophth., 1932, vil 
44l. 

Complications of cataract surgery in India 
MAN. Illinois M. J., 1932, Ixii, 243. 

Histological ridings in a case of purul 
K. Kucuner. Arch. f. Ophth., 1932, cxxviil, 

Gyrate atrophy of the choroid and retina (Iuchs). H 
H. McGurre. Arch. Ophth., 1932, viii, 372. 

Metastatic carcinoma of the choroid. A rej 
cases in which the primary neoplasm was in tht 
R. F. Moore and H. B. Statrarp. Brit. J. Ophth., 193% 
XVi, 532. me 

Color merge ed of the fundus oculi; a description 
anew method. W. A. Mann, Jr. Arch. Ophtl , 1932, Vill 
405. 

A comparative study of the metabolism of the retina am 
of the gray substance of the brain. P. Wernstriy. Ac 
f. Ophth., 1932, cxxviii, 497. 

Retinitis punctata albescens. 
which the dots disappeared. 
Ophth., 1932, viii, 409. 


D. Micn\ Brit 


| BoTH 


it scleritis 


A report of two cases 
W. S. Atkinson. Ar 








H 
)phth., 
edema 
aI, 
y-seven 
(RFELI 


1 in the 
IQIQ ti 


[ANNON 
, Oat, 


cyclitis 


pon the 


1932, V, 


capsule 
nd I. 5. 


ription ol 


27. Vill 


1032, 


retina and 


BIBLIOGRAPHY OF CURRENT LITERATURE 67 


Angioid streaks of the retina and pseudoxanthoma 
dasticum. G. Cray. Arch. Ophth., 1932, viii, 334. 

The needle electrode for the diathermic treatment of 
retinal detachment. K. SaFAR. Ztschr. f. Augenh., 1932, 
Ixxvil, 270. 

“The operative treatment of detachment of the retina. 
|. Iure. Orvosi hetil., 1932, p. 245. 

” The sequela of heterotopic transplants. A clinical and 
histological contribution to Denig’s operation. A. KREIKER. 
\rch. f. Ophth., 1932, cxxviii, 336. 

Myoma of the retina; pathological anatomy. R. 
\rcawraz, B. Courtis, and E. Aprocu&. Semana méd., 
1932, XXXIX, 293. 

Difficulties and errors in the diagnosis of sarcoma of the 
retina. Clinical and anatomical observations on tumor 
tenonitis and angioma of the retina. P. A. JAENSscH. Klin. 
Monatsbl. f. Augenh., 1932, Ixxxviii, 622. [4] 

Metastatic carcinoma of the optic disk, with the report 
ofacase. W.T. Davis. Arch. Ophth., 1932, viii, 226. [4] 

Further notes on a case of acute retrobulbar neuritis. 
C.K. Guosu. Calcutta M. J., 1932, xxvii, 37. 

Changes in pressure in the second eye during operations 
upon the other eye. K. Von Hore. Arch. f. Augenh., 
1932, CV, 674. 

Sodium amytal in ophthalmic surgery; the use of the 
“bridle suture.” C. Cotvin. Med. J. Australia, 1932, ii, 


301. 
Ear 


Some common otological problems. C. F. 
Michigan State M. Soc., 1932, xxxi, 561. 

Physical data and physiology of excitation of the audi- 
torynerve. R.L. WeceL. Ann. Otol., Rhinol. & Laryngol., 
1932, xli, 740. 

Marked deafness and multiple head injuries. P. S. 
Srout. Laryngoscope, 1932, xlii, 674. 

Pathological changes in the auditory nerve in otosclerosis 
and their significance clinically, especially with regard to 
paracusis willisii. A. A. Gray. J. Laryngol. & Otol., 1932, 
xlvii, 508. 

Hearing by bone conduction. 
Otolaryngol., 1932, xvi, 364. 

Examination of the ears in industrial cases. T. G. WAILS. 
J. Oklahoma State M. Ass., 1932, Xxv, 370. 

The Barany test; its clinical application from the 
point of view of the otologist, the internist, and the 
neurologist. J. Winston. Pennsylvania M. J., 1932, Xxxv, 


SNAPP. J. 


B. M. Becker. Arch. 


The use of negative pressure in otolaryngology; report 


{a serious accident. W. Gorpon. 
1932, XVi, 370. 

The ear in acute infectious diseases. A. L. Bass. 
tucky M. J., 1932, Xxx, 490. 

_Asymposium on diseases of the ear and some complica- 
tions. Kentucky M. J., 1932, xxx, 490. 

The significance of eustachian curettage. M.S. ERSNER. 
Ann. Otol., Rhinol. & Laryngol., 1932, xli, 863. 

Anew test for the diagnosis of disease of the inner ear. 
N. D. Fapricant and I. Sommer. Arch. Otolaryngol., 
1932, xvi, 360. 

Otitis media in sucklings. W. M. Motttson. Brit. M. 
J., 1932, ii, sr. 

Apreliminary report on the results of suction treatment 
‘otitis media in 150 consecutive cases. L. M. SELLERS. 
Texas State J. M., 1932, xxviii, 351. 

Vincent’s infection of the middle ear and mastoid. R. 
\. Lt ONGO. Pennsylvania M. J., 1932, xxxv, 840. 

The etiology and diagnosis of intracranial complications 
i diseases of the ear and mastoid. G. C. HALL. Kentucky 

J., 1932, xxx, 404. 


Arch. Otolaryngol., 


Ken- 


The treatment of otitic leptomeningitis. 
investigations in two directions. I. 
forced drainage. II. 
KERRISON. 
651. 

Mastoiditis from the standpoint of the general physician. 
W. DEAN. Kentucky M. J., 1932, xxx, 491. 

Acute mastoiditis. A. Murpny. Med. J. 
1932, ii, 303. 

Atypical mastoiditis. A case report. J. D. SINGLETON. 
Laryngoscope, 1932, xlii, 678. 

The relationship of upper respiratory and alimentary 
tract flora to mastoid infections, with particular reference 
to the epidemiology of mastoiditis. S. J. Koprrzky and 
L. G. HApjorouLos. Laryngoscope, 1932, xlii, 661. 

Mastoiditis in infancy. S.S. Bozartu. Northwest Med., 
1932, XXXi, 433. 

The mental! effect of the complete mastoid operation 
in the cases of children. M. YEARSLEY. Lancet, 10932, 
CCxxili, 613. 


A plea for 
Kubie’s theory of 
Direct surgical drainage. P. D. 
Ann. Otol., Rhinol. & Laryngol., 1932, xli, 


Australia, 


Nose and Sinuses 

I:xternal deformities of the nose and their correction. S. 
IsRAEL. South. M. J., 1932, xxv, 16. 

The respiratory function of the nose and nasal ob- 
structions. B. M. Brecker. Laryngoscope, 1932, xii, 
695. 

Mouth breathing and nasal obstruction. W. W. JAmes 
and S. Hastincs. J. Laryngol. & Otol., 1932, xlvii, 614. 

Perforation of the nasal septum. H. S. Browne. J. 
Oklahoma State M. Ass., 1932, xxv, 382. 

A case of atrophic rhinitis with secondary involvement of 
the maxillary sinuses. R. G. Brown. J. Laryngol. & 
Otol., 1932, xlvii, 632. 

A new operative procedure for the relief of atrophic 
rhinitis. J. T. Hurcuinson. Texas State J. M., 1932, 
XXViil, 350. 

Cerebrospinal rhinorrhcea. A report of two cases. J. C. 
DonneELLy. Arch. Otolaryngol., 1932, xvi, 350. 

Nasal fibroma growing from the body of the sphenoid 
successfully removed by the introduction of radium needles. 
A case report. R. H. Fisner. Laryngoscope, 1932, xlii, 
701. 

Tumors of the nasopharynx. W. L. Bonnam. J. Okla- 
homa State M. Ass., 1932, xxv, 372. 

Anatomical phases involved in the surgery of the naso- 
antral wall and floor of the mouth. J. B. Costen. Ann. 
Otol., Rhinol. & Laryngol., 1932, xli, 820. 

Practical points on the removal of the inferior turbinate. 
C. G. VILLANUEVA. Med. Ibera, 1932, xvi, 122. 

The symptoms and diagnosis of sinusitis. I. B. BLAck- 
MAR. J. Med. Ass. Georgia, 1932, xxi, 341. 

The relation between optic nerve pathology and sinus 
disease, with the report of a case of neuroretinitis. 
H. Z. Goipstetn. J. Med. Soc. New Jersey, 1932, xxix, 
704. 
The relation of diseases of the nasal accessory sinuses 
to systemic derangements. W. MITHOEFER. J. Med. Ass. 
Georgia, 1932, Xxi, 335. 

Sinusitis in chronic arthritis. R. G. SNypER, S. FINEMAN, 
and C. TRAEGER. Laryngoscope, 1932, xlii, 682. 

Complications of sinus disease. W. O. MArTIN, JR. 
J. Med. Ass. Georgia, 1932, xxi, 346. 

Chest complications of sinus disease. J. G. McLAuRIN. 
Ann. Otol., Rhinol. & Laryngol., 1932, xli, 780. 

A review of sinus-chest infections. W. V. 
Ann. Otol., Rhinol. & Laryngol., 1932, xli, 794. 

Sinusitis and tuberculous infection. S. PERN. Med. J. 
Australia, 1932, ii, 350. 


MULLIN. 





68 INTERNATIONAL ABSTRACT OF SURGERY 


The ten commandments for sinus sufferers. M. J. 
MANDELBAUM. Laryngoscope, 1932, xlii, 710. 

The treatment of sinusitis. C. McDoucGaLi. J. Med. 
Ass. Georgia, 1932, xxi, 348. 

Pyocele of the frontal sinuses. 
scope, 1932, xlii, 715. 

Chronic polypoid maxillary and ethmoid sinusitis with 
asthma. M. P. MiLter. J. Michigan State M. Soc., 
1932, XXxi, 582. 


T. E. Beyer. Laryngo- 


Mouth 


Our method of plastic repair of the lower lip. S. PEr- 
pINA. Actas Soc. de cirug. de Madrid, 1932, i, 329. 

Radium therapy for cancer of the lip, with particular 
reference to metastases. FE. CoLiin. Acta radiol., 1932, 
xiii, 233. 

Various tumors of the buccal cavity. TEDENAT. 
et mém. Soc. nat. de chir., 1932, lviii, 1134. 

Irradiation treatment of malignant tumors of the buccal 
cavity. E. Berven. Acta radiol., 1932, xiii, 213. [5] 

The time to operate and the technique of operations for 
cleft palate. RoseENTHAL. Zentralbl. f. Chir., 1932, p. 
I1gO. 

Ludwig’s angina. Intra-oral incision in infections of the 
floor of the mouth. K. M. Houser. Arch. Otolaryngol., 
1932, XVi, 317. [5] 

The clinical study of the atrophic tongue. W. S. Mrp- 
DLETON. Ann. Int. Med., 1932, vi, 352. 

Actinomycosis of the tonsil and tongue, with the re- 
port of a case. R. F. Rrppatu. Laryngoscope, 1932, xlii, 
795; 

A case of neurinoma of the tongue. F. 
Policlin., Rome, 1932, xxxix, sez. chir. 413. 

The treatment of cervical adenopathy caused by lin- 
gual cancer. R. C. Nrcottnt. Semana méd., 1932, xxxix, 
104. 


Bull. 


CIANTINI. 


Pharynx 


Anaérobic retropharyngeal abscess. M. C. MvErsON. 
Ann. Otol., Rhinol. & Laryngol., 1932, xli, 805. 

The abortive treatment of peritonsillar abscess. F. 
Atonso. Clin. y lab., 1932, xvii, 120. 
The incidence of tuberculosis of the tonsil. T. G. 
Heaton. Canadian M. Ass. J., 1932, xxvii, 274. 
Electrocoagulation of the tonsils. W. E. 
J.-Lancet, 1932, lii, 519. 

A modified Hurd tonsil pillar retractor. L. M. Hurp. 
Arch. Otolaryngol., 1932, xvi, 380. 

The end-results of the tonsil and adenoid operation in 
childhood and adolescence. J. A. GLover and J. WILson. 
Brit. M. J., 1932, ii, 506. 


GROUND. 


Neck 


Thyrogenic corpulence as a sequela of gunshot wounds 
of the neck. O. OESTERLEN. Med. Klin., 1932, i, 795. 

The relationship of the sympathetic-parasympathetic 
system to thyroid disease. L. F. BARKER. West. J. Surg., 
Obst. & Gynec., 1932, xl, 489. 

Roentgen treatment of diseases of the thyroid glands. 
A. GaAL. Orvosi hetil., 1932, p. 437. 

Important points in the surgery of the diseased tonsil. 
M. NorpLanp. Minnesota Med., 1932, xv, 584. 

Hyperthyroidism showing carbohydrate-metabolism 
disturbances; ten years’ study and follow-up of cases. 
H. J. Joun. J. Am. M. Ass., 1932, xcix, 620. [5] 

Variations in the iodine content of the blood in hyper- 
thyroidism and non-toxic goiter. E. C. Dopps, W. Lawson, 
and J. D. Ropertson. Lancet, 1932, ccxxiii, 608. 


The absence of osteoporosis demonstrated chemically jy 
clinical hyperthyroidism. A. E. OSTERBERG and R. ( 


Mitts. Am. J. M. Sc., 1932, clxxxiv, 3090. 

The treatment of hyperthyroidism with di-iodothyrosin 
FE. B. pet CAsTILLo and R. DAssEN. Semana mé¢d., 192) 
XXXIX, 335. 

A new method of pre-operative preparation in hyper 
thyroidism. R. Links. Zentralbl. f. Chir., 1932, p. 14; 
Canadian M. Ass. ] 


Simple goiter. A. C. Asporr. 
1932, XXVil, 236. 

A comparison of the goiters from the State of Minnesota 
with those from the Canton of Bern, Switzerland. (. (0) 
Rice. West. J. Surg., Obst. & Gynec., 1932, xl, so6. 

The variable relationship between the white |)lood-cel 
count in endemic goiter and the age, shape of the goiter 
and functional condition of the thyroid gland. §, | 
SCHERMANN. Arch. f. path. Anat., 1932, cclxxxiv, 920 

Removal of the hyoid bone as an aid in the removal oj 
thyrohyoid cysts. S. Husnt. J. de chir., 1932, x!, 358, 

Experiences with 610 cases of goiter, with special refer- 
ence to thyrotoxicosis. W. S. WHEELING. J. Med. Soc, 
New Jersey, 1932, xxix, 680. 

The management of thyrotoxicosis. G. I. W. Corry 
J.-Lancet, 1932, lii, 513. 

Exophthalmic goiter in children; a review of ninety-one 
cases. F. W. RANKIN and J. T. PrIEsTLEY. West. J. 
Surg., Obst. & Gynec., 1932, xl, 4098. é 

On the occurrence of spontaneous glycosuria and alimen- 
tary hyperglycemia in exophthalmic goiter. W. ‘I’. Anprr 
SEN. Acta med. Scand., 1932, Ixxviii, 485. 

Acute thyrotoxicosis following X-ray treatment of 
exophthalmic goiter. N. Scutépre. Acta med. Scand., 
1932, xxviii, 485. 

Basedow’s disease. H. ZONDEK. 1932: Berlin, Springer 

Critical studies of the thymus in Basedow’s disease 
W. CaApPELLE. Deutsche Ztschr. f. Chir., 1932, cexxxv, 
280. 

Thyrotoxicosis and tetany. Some aspects of the mineral 
metabolism in morbus_ basedowi. FE. Ask-Upmark 
Endocrinology, 1932, xvi, 369. 16 

The arteries in thyrotoxic conditions, with particular 
reference to Basedow’s disease. J. Ipsen. Arch. f. klin 
Chir., 1932, clxix, 585. 

The treatment of Basedow’s disease with the X-rays 
M. Lappé and E. Azérap. Bull. et mém. Soc. méd. d. hop 
de Par., 1932, xviii, 1291. 

The operative treatment of Basedow’s discase. 7 
MUTSCHENBACHER. Orvosképzés, 1932, XXii, 320 

An anatomical and clinical study of parathyroid tumors 
VALENSIN. Clin. chir., 1932, viii, 676. ; 

The treatment of parathyroid tetany with calcium 
chloride, parathyroid hormone, and Vitamin D. ? 
ScHULTZER. Ugesk. f. Leger, 1932, p. 485. 

Laryngeal tuberculosis; some experiences and observa 
tions. R. W. Wirkrnson. Arch. Otolaryngol., 1932, xv! 
331. ; 

Laryngeal pathology; its etiology and relation to malig 
nant disease of the larynx. E. F. ZreGELMAN. West. J 
Surg., Obst. & Gynec., 1932, xl, 483. 

Observations on the treatment of laryngeal! and assoc! 
ated malignant disease. R. K. Scorr. Med. J. Australia 
1932, ii, 287. 

The diagnosis and treatment of intralaryngeal cancet 
D. T. Atkinson. Internat. J. Med. & Surg.. 1932, ¥' 
400. 

Carcinoma of the larynx. R. SONNENSCH!I? 
PEARLMAN. Illinois M. J., 1932, xii, 220. 

Multiple subcutaneous metastases from 
intrinsic laryngeal carcinoma. J. B. OLpHaw and J. F. © 
McGrspon. J. Laryngol. & Otol., 1932, xlvii, 033 


and S. J 


i primary 





‘imen- 
NDER- 


ringer 
isease 
CXXXV, 
° } 
nineral 
ticular 
f. klin 


X-rays 
d hop 


tumors 


calcium 
Dp ? 


ybserva 
)32, XVI 


o malig 


West. ] 


d associ 
‘ustral ja 


| cancer 
032, xlv 
ind S. J 
77 y 
[JE 
2, 


) 


BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGERY OF 


Brain and Its Coverings; Cranial Nerves 


Acute head injury; 1,000 cases. 5S. 
F. KenNepy. Surg., Gynec. & Obst., 1932, lv, 365. 

Head injuries. An experimental study. S. B. Wortts 
and W. S. McCuttocu. Arch. Surg., 1932, xxv, 529. 
Traumatic subdural hemorrhage in infancy. YovTcHItcH 
and SrotsNovitcH. Bull. et mém. Soc. nat. de chir., 1932, 
\wii, 1147. 

Anatomicopathological and clinical study of rro cases 
of craniocerebral trauma, with particular reference to some 
rarecases. SOLT. Clin. chir., 1932, viii, 693. 

Sequelic of trauma to the base of the brain. B. B. Spora. 
Rev. oto-neuro-oftalmol. y de cirug. neurol., 1932, vii, 296. 

The treatment of post-traumatic cerebral «edema. j- 
Mecnin. J. de chir., 1932, xl, 193. 
Encephalography in infancy. J. M. S. 
Rev. méd. de Barcelona, 1932, ix, 64. 

The results of stimulation of the tegmentum with the 
Horsley-Clarke stereotaxic apparatus. W. R. INGRAM, 
s. W. Ranson, F. I. HANNEtT, F. R. Zetss, and E. H 
TerWILLIGER. Arch. Neurol. & Psychiat., 1932, xxviii, 513 

The effect of hyperventilation on the excitability of the 
motor cortex in cats; an experimental study. B.S. Bropy 
and J. G. DusseR DEBARENNE. Arch. Neurol. & Psychiat., 
1932, XXVill, 57 
The ‘relation of the cerebrum to the cerebellum. I. 
Cerebellar tremor in the cat and its absence after removal 
f the cerebral hemispheres. J. F. Futton, E. G. T. Lip- 
vett, and D. McK. Riocw. Arch. Neurol. & Psychiat., 
1932, XXVili, 542. 

lhe roentgenological picture of the normal and the path- 
logical sella turcica. H. ScCHEUERMANN. Acta radiol., 
1932, Xili, 404. [7] 

Ureterodural anastomosis for the treatment of hy- 
drocephalus; report of a case. L. M. DAviporr and F. W 
Bancrort. Arch. Surg., 1932, xxv, 550. [7| 
The effects of lesions in the red nuclei in cats. W. R 
IncRam and S. W. Ranson. Arch. Neurol. & Psychiat., 
1932, XXvili, 483. 
Cysticercus of the brain. 
sili, 241, 

Brain abscess. R. D. DE SANSON. 
xiii, 23 

The radiographic diagnosis of brain tumors. J. ESTELLA, 
Rev. de cirug. de Barcelona, 1932, ii, 510. 

The X-ray diagnosis and treatment of tumors in the 
region of the sella. A. B. Buack. Glasgow M. J., 1932, 
CXVI, 17Q. 

Ventriculography i in tumors of the posterior fossa, a new 
radiographic sign. J. ESTELLA and L. EsTeLia. Prog. de 
aclin., Mz idrid, 1932, XX, 409. 

Plasma-cell myomata ‘of the skull and dura. hk: D. 
Wuson and L. A. MILKMAN. Pennsylvania M. J., 1932, 
XXXV, 842. 

The fundamental rules for the surgical treatment of 
cerebellar tumors. J. Estenta. Arch. Fac. de med. de 
Laragoza, 1032, i, I. 

The operative treatment of brain tumor. 
Med. Rev., 1931, xviii, 401. 

The surgical treatment of brain tumors. 
eutsche Ztschr. f. Chir., 1932, CCXXXVi, 585. 
Resection of pituitary adenomata. C. H. 
‘urg., Gynec. & Obst., 1932, lv, 330. 

Surgery of the posterior cranial fossa. D. ARMOUR. 
Mancet, 1932, CCxxill, 499, 551. [7 


B. Wortis and 


GINABREDA. 


H. Pévoa. Folha med., 1932, 


Folha med., 1932, 


A. ScHy@TT. 
W. CAPELLE. 


FRAZIER. 


THE 


NERVOUS SYSTEM 


Removal of the right cerebral hemisphere; a case report. 
J. D. O’Brien. Ohio State M. J., 1932, xxviii, 645. 

Experimental researches on plastic repair of defects in 
the cerebral dura mater with catgut by Righetti’s method. 
M. Darnetir. Arch. ital. di chir., 1932, xxxii, 1. [8] 

Spontaneous subarac or hemorrhage. A. S. WALKER. 
Med. J. Australia, 1932, ii, 353. 

Chronic cystic arac hnoiditis. 
Surg., 1932, xvii, 384. 

Meningeal hemorrhage without intracranial symptoms. 
W. S. SARGENT. Ann. Surg., 1932, xcvi, 460. 

The prophylaxis of post-traumatic meningitis. E. 
Urecu. Zentralbl. f. Chir., 1932, p. 1516 

Hydro-encephalomeningocele. V. SANTAMAREA. Arch. 
de med. infantil, 1932, i, 70. 

The visual field in optic nerve diseases. C. 
Ztschr. f. Augenh., 1932, Ixxviii, 1. 

Remarks on the am age ig of chiasmal lesions from an 
ophthalmological aspect. S. S. MEIGHAN. Glasgow M. J., 
1932, CXViii, 172. 

A series of lesions in the vicinity of the optic chiasma. 
Seven cases verified by operation. J. E. PATERSON. 
Glasgow M. J., 1932, cxviii, 140. 

Tumors of the gasserian — 
Soc. de cirug. de Madrid, 1932, 35. 

Atypical facial neuralgia. D.C 
AsS., 1932, xcix, 813. 

Partial retrogasserian neurotomy in the treatment of fa- 
cial neuralgia. A. Stcarp. Presse méd., Par., 1932, xl, 1341. 

Notes on a case of acusticus tumor in which both audi- 
tory nerves were involved by separate growths. A. bE 
Kieyn, Urrecut, and A. A. Gray. J. Laryngol. & Otol., 
1932, xlvii, 580. 


W. McK. Craic. Am. J. 


BreHR. 


GOYANES. Actas 


é icaon: J. Am. M. 


Spinal Cord and Its Coverings 


Myelography with small amounts of contrast media. 
L. Epiinc and S. IncvAr. Acta radiol., 1932, xiii, 230. 

Epidural spinal abscess. A. CHIASSERINI.  Policlin., 
Rome, 1932, XXxix, sez. prat. 1237. 

Tumors of the cervical spinal cord. FE. 
Freiburg i. Br., Dissertation. 

Tumors of the spinal cord; diagnosis and treatment. 
A. W. Apson. Texas State J. M., 1932, xxviii, 354. 

Vertebral angioma and medullary compression. J. M. 
M. ArpBat. Rev. de cirug. de Barcelona, 1932, ii, 521. 

Neoplasms of the vertebral colon and myeloblastoma. 
J. L. HAN6N. Semana méd., 1932, xxxix, 515. 

The operative treatment of tumors of the spinal cord. 
KULENKAMPFF. Zentralbl. f. Chir., 1932, p. 1184. 


BAUCKS. 1931: 


Peripheral Nerves 
Peripheral nerve injuries. Ninth installment. L. J. 
Potiock and L. Davis. Am. J. Surg., 1932, xvii, 461. [8] 
Neurofibromatosis of von Recklinghausen. PruLAcus. 
Prog. de la clin., Madrid, 1932, xx, 469. 
Suture of the crural nerve. J. pos S. CALDERA. Rev 
Sud-Am. de méd. et de chir., 1932, iii, 483 


Sympathetic Nerves 


Comparative results of suppression of the pressor reflex 
and the method of Frank Ionnesco Gomoiu in the surgical 
treatment of angina pectoris. D. DANIELOPOLU. Rev. de 
chir., Bucharest, 1932, xxxv, 283. * 





7° INTERNATIONAL ABSTRACT OF SURGERY 


Causes for success and failure, and complications in the 
surgical treatment of angina pectoris. D. DANIELOPOLU. 
Presse méd., Par., 1932, xl, 1287. 

Ganglioneuroma of the abdominal sympathetic nerve. 
O. L. Smrrnow. Deutsche Ztschr. f. Chir., 1932, ccxxxvi, 


305. 
Miscellaneous 


Quantitative studies on the human muscle tonus. II. 
An analysis of eighty-two normal and pathological cases. 
N. J. Berxwitz. Arch. Neurol. & Psychiat., 1932, xxviii, 
603. 

The relation of the static and kinetic systems to muscle 
tone. J. R. Hunt. Arch. Neurol. & Psychiat., 1932, xxviii, 
6209. 


SURGERY OF 


Chest Wall and Breast 


The breast and the glands of internal secretion. H. 
OrFERGELD. Arch. f. klin. Chir., 1932, clxx, 722. 

A roentgen-ray study of the mammary gland. I. H. 
Lockwoop. South. M. J., 1932, xxv, 903. 

The plastic replacement of the breast following amputa- 
tion. W. REINHARD. Deutsche Ztschr. f. Chir., 1932, CCxxxvi, 
300. 

Tuberculosis of the breast. A. JIANu, V. Motsescu, and 
D. THEoporescu. Rev. de chir., Bucharest, 1932, xxxv, 
229. 

Cystic breast. M. Borcuarpt and R. Jarré. Beitr. z. 
klin. Chir., 1932, clv, 481. 

Inflammatory cyst of the breast. J. D. Martin. Ann. 
Surg., 1932, xcvi, 460. 

Tumors of the breast. A. T. Jones. Rhode Island M. 
J., 1932, XV, 153. 

Xanthoma of the breast. C. D. HAAGENSEN. Am. J. 
Cancer, 1932, Xvi, 1077. 

Carcinoma of the breast with unusual metastasis. R. 
A. Ki_purFre, H. S$. Davripson, and D. B. ALLMAN. J. 
Med. Soc. New Jersey, 1932, xxix, 701. 

Removal of the breast for cancer. A. FOLLIASSON and 

. GutHENEuc. Arch. franco-belges de chir., 1932, xxxiii, 


Trachea, Lungs, and Pleura 


Rare tumors. III. Branchiogenic carcinoma, endothe- 
lioma, and lymphosarcoma of the cervical lymph glands. 
H. Muetvter. Geneesk. Tijdschr. Nederl.-Indié, 1932, 
Ixxii, 414. 

Vegetal foreign bodies in the bronchi. ID. H. BALton. 
Canadian M. Ass. J., 1932, xxvii, 277. 

A sewing machine needle in the lung. D. H. Jones. 
Laryngoscope, 1932, xlii, 713. 

Injuries of the thorax. Serious pleuropulmonary com- 
plications following a free interval. J. Heap. Arch. Surg., 
1932, XXV, OOI. 

Obstructive pulmonary emphysema and collateral respi- 
ration. C. M. VAN ALLEN. Surg., Gynec. & Obst., 1932, 
lv, 303. 

Glanders of the lung. R. Fawcitt. Brit. J. Radiol., 
1932, V, 717. 

Pulmonary infection with the pneumococcus of uterine 
origin treated by radium therapy. E. WALLON. Bull. Soc. 
d’obst. et de gynéc. de Par., 1932, xxi, 429. 

The treatment of purulent disease of the lung by in- 
travenous injections of alcohol. A. LANpAu and S. KAm- 
INER. Presse méd., Par., 1932, xl, 1240. 


The relation of modifications of muscle tonus to in} 
ruption of certain anatomical pathways. L. J. Pou 
and L. Davis. Arch. Neurol. & Psychiat., 1932, xxviij 
586. 

The effect of laughter on muscle tone. H. A. P\skixp 
Arch. Neurol. & Psychiat., 1932, xxviii, 623. 

“Das stehen” (Standing: Static reactions, equililrium 
and muscle tonus, with special consideration of their 
retention in animals without a cerebellum). G. G 
RADEMAKER. Arch. Neurol. & Psychiat., 1932, xxviii, 679, 

Some postural reflexes in man. J. A. Lunay. Arch 
Neurol. & Psychiat., 1932, xxviii, 649. 

The relationship between trauma and some nervous 
diseases. O. VERAGUTH. Schweiz. Arch. f. Neurol., 1932, 
Exix, 153. 


THE CHEST 


Adherent pericardium and Pick’s syndrome. .\ topsy 
study. H. B. Spracure, H. A. Burcu, and P. |). Wuire 
New England J. Med., 1932, ccvii, 483. 

Selective pneumothorax. J. ANDRES. Clin. y lal)., 1932, 
xvii, 445. 

An apparatus for use in artificial pneumothorax. L, 
Lopez. Clin. y lab., 1932, xvii, 442. 

The present status of 105 patients treated by pneumo 
thorax after from one to eighteen years’ expansion of the 
lung. E. N. PacKarb. J. Thoracic Surg., 1932, i, 551. [9] 

The effect of, and results of, phrenic exeresis on 125 cases 
of pulmonary tuberculosis. N. OrKoNomopovto. Acta 
med. Scand., 1932, xxviii, 142. 

Bilateral partial thoracoplasty for bilateral p 
tuberculosis. D. S. ALLEN. J. Thoracic Surg as 
587. {10 

The bronchoscope in the treatment of pulmonary sup 
puration. A. J. Scorr Prncuin and H. V. Mortock 
Lancet, 1932, CCxxili, 605. 

The surgical treatment of non-tuberculous pulmonary 
suppuration. E. E1zAGurrre. Rev. de cirug. de Barcelona, 
1932, li, 403. 

Pulmonary abscess. J. L. Yates. Arch. Surg., 1932 
XXV, 257. 10 

The problem of bronchiectasis in infancy. C. Lice: 
Prog. de la clin., Madrid, 1932, xx, 445. 

Primary carcinoma of the lung. P. F. Burirr and M 
Ritvo. New England J. Med., 1932, ccvii, 43° 

Primary carcinoma of the lung; with the report 
treated by operation. C. E. ALLEN and | 
Surg., Gynec. & Obst., 1932, lv, 151. 

Primary pulmonary cancer and purulent plcuris 
Vit6n and A. MARANO. Semana méd., 193 

Metastatic pulmonary carcinoma. R. C. Pr! 
Am. J. Surg., 1932, xvii, 422. 

Anatomical and pathological technique for the etiologic: 
diagnosis of pleural fluids. EK. Morin. Arch. méd.-chir, de 
Vappar. respir., 1932, vil, 221. 

A case of circumscribed empyema with double cavity 
simulating echinococcus cyst. G. Serarini. Policlin, 
Rome, 1932, Xxxix, sez. prat. 1364. 

Tuberculous empyema. A. B. Tayior. Proc. Koy. 50 
Med., Lond., 1932, xxv, 1615. m 

Pleural effusions. Observations on the present posite! 
of treatment. E. T. FREEMAN. Irish J. M. 5c., 1932; No 
8I, 535. 

The treatment of empyema thoracis. R. ‘ 
Northwest Med., 1932, xxxi, 409. 

Pleural calcification. G. Kyerp. Acta radio! 
334- 


{ a cast 


\[ATSON 





( avity 
oliclin., 


yy. SOC 


nosition 
j ? 


JATSON 


BIBLIOGRAPHY OF CURRENT LITERATURE 71 


Heart and Pericardium 


{:xperimental and clinical surgery of the cardiac valves. 
E. Rucciert. Arch. ital. di chir., 1932, xxxii, 55. 

Pyopericarditis. J. D. Biscarp. Am. J. Surg., 1932, 
svily I (10} 


(Esophagus and Mediastinum 


Congenital stenosis of the cesophagus, with the report 
{a case. S. ECKERSTROEM. Acta paediatr., 1932, xiii, 
11 


”'\ severe case of cicatricial stenosis of the oesophagus and 

pylorus due to the ingestion of sulphuric acid. B. Prccrnt. 
\nn. ital. di chir., 1932, xi, 774. 

Spontaneous perforation of benign stricture of the 
wsophagus; report of a case. P. P. Vinson. Arch. Oto- 
laryngol., 1932, XV1, 320. 

The histological study of a small submucous cavernoma 
f{ the wsophagus. E. CEeccHIErRI. Sperimentale, 1932, 
IXXXxV1, 310. 

Opening remarks at a discussion on carcinoma of the 
esophagus. P. J. Keocn and P. J. Dempsey. Irish J. 
M. Sc., 1932, No. 81, 571. 

The treatment of carcinoma of the cesophagus with 
radon implants. H. I. TeEperson. Am. J. Roentgenol., 
1932, XXVili, 229. [11] 


An anterior mediastinal fetal parasite; its surgical re 
moval. Report of acase. S. W. HARRINGTON. J. Thoracic 
Surg., 1932, i, 663. {11) 

A mediastinal gravity abscess cured by endoscopic 
cesophageal incision. K. VoGEL. Ztschr. f. Laryngol., 
Rhinol., 1932, xxii, 317. {12 

The diagnosis of dermoid cysts of the mediastinum. 
I. SERGENT. Arch. méd.-chir. de l’appar. respir., 1932, vii, 


33: 

The influence of mediastinal tumors on the production 
of cardiac arrhythmias. W. B. Apamson. Texas State J. 
M., 1932, XXVill, 361. 


Miscellaneous 


Hemothorax and hemopericardium. F. S. Do try. 
California & West. Med., 1932, xxxvii, 171. 
Actinomycosis of the thorax, with the report of a case 
successfully operated upon. O. H. WANGENSTEEN. J. 
Thoracic Surg., 1932, i, 612. {1 
Successful extirpation of a large dumb-bell thoracic 
lipoma in a child fifteen months old. P. WAuzEL. Arch. f. 
klin. Chir., 1932, clxx, 111. {12] 
Primary intrathoracic growths: a clinical and patho- 
logical study of cases occurring in the Victoria Infirmary, 
Glasgow. M. Gritiespre. Glasgow M. J., 1932, cxvii, 
296; cxviii, 26. {13] 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


The differential diagnosis of tumor-like structures in the 
groin. (Differentiation between inguinal hernia and vari- 
ocele of the round ligament of the uterus). H. O. KLEINE. 
\rch. f. Gynaek., 1932, cxlix, 373. 

Inguinal and femoral hernia. H. L. Foss and N. F. 
HickeN. Am. J. Surg., 1932, xvii, 349. 

The treatment of inguinal hernia by the Bassini method. 
G. Ricct. Zentralbl. f. Chir., 1932, p. 1569. 

The results of inguinal herniotomy in man. P. Nor- 
ENTOFT. Hosp.-Tid., 1932, p. 731. 

The treatment of femoral hernia. K. O. PETERS. Arch. 
. klin. Chir., 1932, clxix, 518. 

Operative results of femoral hernia. E. Hustep. 
Zentralbl. f. Chir., 1932, p. 1465. 

Encysted hernia. E. Serrert. Deutsche Ztschr. f. 
Chir., 1932, ccxxxvi, 81. {14 

The injection treatment of hernia. F. D. LAROCHELLE. 
Med. J. & Rec., 1932, cxxxvi, 184. 

Improving the results of herniotomy. W. NoerTzeEL. 
\rch. f klin. Chir., 1932, clxix, 534. 

The disadvantage of pararectus incision overcome. C. 
I. HaINes. Med. J. & Rec., 1932, Cxxxvi, 206. 

_ Pneumococcal peritonitis. E. MuREsANU. Rev. de chir., 
Bucharest, 1932, XXXV, 346. 

The serum treatment of peritonitis. H. Kunz. Wien. 
xin. Wehnschr., 1932, i, 709. 

Primary round-celled sarcoma of the peritoneum. T. F. 
HEWER, J. Path. & Bacteriol., 1932, xxxv, 727. 

Perimesenteric intra-abdominal hernia. A. M. SMITH. 
\nn, Surg. 1932, xcvi, 292. {14] 

Mesenteric lymphadenitis; clinical study. J. P. Strém- 

eck. Acta chirurg. Scand., 1932, lxx, Supp. XX. [14] 
; A study of mesenteric cysts. J. O. WARFIELD, JR. Ann. 

-, 1932, xcvi, 329. 

Mesenteric and omental cysts. E. W. PeTerson. Ann. 


Surg,, : 


1932, XCV1, 340. 


A rare but typical mesenteric cyst. H. F. Harsirz. 
Acta chirurg. Scand., 1932, Ixx, 28. 

Free omental transplants. P. RoseNnsTern. Arch. f. 
klin. Chir., 1932, clxix, 630. [15| 

Sodium ricinoleate. S. F. SreELeEy. Ann. Surg., 1932, 
XCVi, 350. 


Gastro-Intestinal Tract 


Some congenital malformations of the digestive tract. 
S. Fatc6n. Arch. de med. infantil, 1932, i, 34. 

Luetic stenosis of the digestive tract. R. B. ENGELSTAD. 
Acta radiol., 1932, xiii, 240. 

A study of perivisceritis, particularly of the digestive 
tract, from the standpoint of surgery. V. R. L6prz. Prog. 
de la clin., Madrid, 1932, xx, 460. 

Motor study of the stomach. I. The pyloric reflex. 
W. Buppe. Arch. f. klin. Chir., 1932, clxxi, 136. 

Technical contributions to the study of gastro-intestinal 
motility. R. D. TemMpLeton and H. Lawson. J. Lab. & 
Clin. Med., 1932, xvii, 1244 

A radiological study of the gastroduodenal mucosa. 
G. ZAGARI. Rassegna internaz. di clin. e terap., 1932, xiii, 
871. 

Standards of normal in gastric secretion. W. C. ALVAREz. 
Ann. Int. Med., 1932, vi, 314. 

The clinical aspects of gastric secretion. A. L. BLoom 
FIELD. Ann. Int. Med., 1932, vi, 307. 

Gastric secretion. I. A transplanted subcutaneous 
gastric pouch. E. KLern and E. ARNuEIM. Arch. Surg., 
1932, XXV, 433. 

Gastric secretion. IJ. Studies in a transplanted gastric 
pouch without Auerbach’s plexus. EK. Kier. Arch. Surg., 
1932, XXV, 442. 

The secretory functions of the stomach that has been 
operated upon. Studies of seventy-six patients with frac- 
tional meals, with particular reference to acid, chlorine, 
pepsin, and emptying time. J. NEUMANN. Beitr. z. klin. 
Chir., 1932, clv, 335. 





INTERNATIONAL ABSTRACT OF SURGERY 


Practical reflection on certain gastro-enterological prob- 
lems and trends. G. B. EvstermMAn. J. Am. M. Ass., 
1932, XCIX, 791. 

Gastric dysfunction 
1932, CXXXV1, 202. 

Some observations on dogs with pyloric obstruction. D. 
R. Wepster and J. C. Armour. Canadian M. Ass. J., 
1932, XXVii, 240. 

The non-operative treatment of congenital hypertrophic 
pyloric stenosis. F. H. Boone. Canadian M. Ass. J., 
1932, XXVii, 253. 

Gastric pains in epityphlitis. K. OcHsENIUs. Muenchen. 
med. Wchnschr., 1932, i, 520. 

Recent developments in the treatment of gastric lesions. 
W. Watters. Surg., Gynec. & Obst., 1932, lv, 355. 

The influence of anorectal lesions on the gastro-intestinal 
tract. W. H. Danie. Med. J. & Rec., 1932, cxxxvi, 
204. 

Pseudo-ulcer of the septum, with particular reference to 
benign tuberculosis. H. HANSEN. 1932: Kopenhagen, Levin 
& Munksgaard. 1932: Leipzig, Thieme. 

A comparison of lesions associated with duodenal ulcer 
in Germany and in the United States. W. WALTERS and 
W. SEBENING. Minnesota Med., 1932, xv, 579. 

A study of peptic ulcer. D. M. DunLop and R. M. Mur- 
rAY-Lyon. Edinburgh M. J., 1932, xxxix, 571. 

The etiology of gastric and duodenal ulcer; experimental 
studies. W. B. MatrHews and L. R. Dracstept. Surg., 
Gynec. & Obst., 1932, lv, 265. 

The part played in the pathogenesis of ulcer of the stom- 
ach by stagnation of the stomach contents. Bastos and 
FERNANDEZ. 


R. R. Arnau. Med. J. & Rec., 


Acta Soc. de cirug. de Madrid, 1932, i, 93. 
[16 


The incidence of gastric ulcer in albino rats fed diets 
deficient in Vitamin B (B,). G. DALLDorF and M. KEL- 
LocG. J. Exper. M., 1932, lvi, 391. 

The problem of peptic ulcer and acid gastritis. W. 
LEMBERGER. Med. J. & Rec., 1932, Cxxxvi, 193. 

Gastric ulcer associated with diaphragmatic hernia. 
P. E. TruEspALE. New England J. Med., 1932, ccvii, 
385. 

Acute perforation of peptic ulcer. A. Corvese. New 
England J. Med., 1932, ccvii, 390. 

The treatment of perforated gastroduodenal ulcer. T. 
Nasta. -Rev. de chir., Bucharest, 1932, xxxv, 361. 

The clinical managment of peptic ulcer with mucin. A. 
J. Arxinson. Med. Clin. North Am., 1932, xvi, 493. 

Mucin treatment; its use in intractable peptic ulcer. 
Cc. F. G. Brown. Med. Clin. North Am., 1932, xvi, 
501. 

The results of operative treatment of gastroduodenal 
ulcer and indications for various types of operation. FE. 
PeRMAN. Nord. med. Tidskr., 1932, p. 25. 

Permanent results of gastro-enterostomy for gastric and 
duodenal ulcer. V. HOFFMANN. Beitr. z. klin. Chir., 1932, 
clv, 325. 

The frequency, causes, determination of indications, and 
success of immediate and late operations following the 
operative treatment of gastric and duodenal ulcers. F. 
STARLINGER. Arch. f. klin. Chir., 1932, clxx, 152. 

Roentgenological diagnosis of neoplastic diseases of the 
stomach. B. R. Krrxirn and H. M. WeBer. Am. J. 
Cancer, 1932, Xvi, 1134. 

Cancer of the stomach. J. S. Horstry. West Virginia 
M. J., 1932, XXVili, 393. 

The differential diagnosis of cancer of the stomach. A. 
Jona. Rassegna internaz. di clin. e terap., 1932, xiii, 813, 
355. 

A study of cancer of the stomach. C. P. Howarp and 
C. W. Futterton. Canadian M. Ass. J., 1932, xxvii, 227. 


Cancer of the greater curvature of the stomach. H. | 
p’AMATO. Semana méd., 1932, xxxix, 333. : 

The incidence of carcinoma in certain chronic ulceratin 
lesions of the stomach. G. W. Hotmesand A. 0. Hy prox 
J. Am. M. Ass., 1932, xcix, 905. 

The origin of multiple foci in gastric can - 
Jastenskt. Arch. franco-belges de chir., 1932, xxviii, 41- 

A case of sarcoma of the stomach. H.C. Gace and T ( 
Hunt. Brit. J. Radiol., 1932, v, 718. 

Partial gastric resection. FE. E. Larson. 
West. Med., 1932, xxxvii, 155. 

Studies on the effects of subtotal gastric resectic: 
dog. G. B. Fautry, H. A. Strauss, and A. C. [\ 
Surg., 1932, xvii, 427. 

Intussusception following gastro-enterostomy 
GERER. Zentralbl. f. Chir., 1932, p. 1572. , 

Internal hernia following gastro-enterostom) 
BucHANan. Ann. Surg., 1932, xcvi, 350. ; 

The X-ray diagnosis of acute intestinal 0! 
W. R. BRooksHER, Jr. Internat. J. Med. & Sury 
xlv, 416. 

Roentgenographic manifestations of intestinal 
struction. P. C. Swenson and J. S. Hipp 
Surg., 1932, xxv, 578. 

X-ray diagnosis of acute intestinal obstructio 
the use of contrast media. L. GinzBurG. Ann. Surg. 1 
xCvi, 368. 

A symposium on acute intestinal obstructio: 
NEWLAND, Sir W. I. DE C. WHEELER, A. H. | 
V. ZACHARY Cope, D. P. D. Wikte, and H. J. P v1: 
Brit. M. J., 1932, 539, 540, 542, 544, 545, 540 

Statistics of acute intestinal obstruction. k 
Brit. M. J., 1932, ii, 546. 

Acute intestinal obstruction caused by impacted gall 
stones. L. W. ANGLE. Am. J. Surg., 1932, xvii, 364 

Acute intestinal obstruction due to biliary calculus; 
obstruction of the large bowel. U. BAnt. Policlin., Rome, 
1932, XXXix, Sez. prat. 1317. 

Recurring intestinal obstruction by gall stone. P. H 
Cook and R. P. Watkins. New England J. Med., 1932, 
ccvii, 462. 

A rare bowel injury. A. Dierricu. Chirur; 
513. 

Automobile rupture of the intestines. H. }!. Cooki 
Ann. Surg., 1932, xcvi, 321. 

Volvulus of the large and small intestine. J. \V. Kerri 
Am. J. Surg., 1932, xvii, 345. 

The diagnostic value of intestinal hemorrhage and in 
testinal infarction. C. CLAvet and V. MeLNorry. Press 
méd., Par., 1932, xl, 1190. 

The surgical treatment of intestinal tuberculosis. Her 
Presse méd., Par., 1932, xl, 1326. 

Two cases of mesenteric thrombosis, one of which was 
operated upon by simple exteriorization of the infarcted 
loops and the other by exteriorization, entero-cntcrostom) 
and late secondary intestinal resection. [. Srviz and R 
FonTAINE. Bull. et mém. Soc. nat. de chir., 1032, lvil 
1124. 

Traumatic stenosis of the small bowel. |’ 
DeEsjACQuEs. J. de chir., 1932, xl, 182. 

Intussusception in adults. G. A. Moorr. \‘ 
J. Med., 1932, ccvii, 395. 

X-ray diagnosis of intussusception of the sn 
with remarks on the causes of intussusception in genera 
H. LAureLv. Acta radiol., 1932, xiii, 362. 

The treatment of ileus with hypertonic salt solutions 
W. KeusenuorF. Zentralbl. f. Chir., 1932, p. 1410 

Two cases of meliena caused by innocent growths of U 
small intestine. H. H. C. Grecory. Brit. J. Child. Dis 
1932, XXiX, 197. 


California & 


ruction 


1932, 


Sir H 
RSON 


VICK 


132, IV, 


Englan 


ill bowe 





ngland 


bowe 


renera 


Jutions 
I 
s of t] 


\d. Dis 


BIBLIOGRAPHY OF CURRENT LITERATURE 73 


Division of the mesentery in resection of the small bowel. 
\. PLenx. Zentralbl. f. Chir., 1932, p. 1382. 
~ Duodenal stenosis. F. Stipa. Policlin., Rome, 1932, 
xxxix, Sez. prat. 1322. 

A case of diverticula of the duodenum. A. BorFINGER. 
atschr. {. aerztl. Fortbild., 1932, xxix, 323. 

Subcutaneous traumatic rupture of the retromesocolic 
portion {the duodenum; operation; recovery. A. CIMINATA. 
Policlin., Rome, 1932, XXxix, sez. prat. 1326. 

The roentgenological study of duodenal ulcer. C. CIcERI 
and S. GABRIELLI. Ann. ital. di chir., 1932, xi, 672. 

Double ulcer of the duodenum. A contribution to the 
pathology of duodenal ulcer. O. Bsten. Arch. f. klin. 
Chir., 1932, CIxx, 444. 

Duodenal ulcer following skin burns. J. H. Fitzcrpnon. 
Northwest Med., 1932, Xxxi, 427. 

My technique for resection of chronic duodenal ulcer. 
(I. The technique of step, or tube, and palliative resection. 
KirRSCHNER. Chirurg, 1932, iv, 417. 

Isoperistaltic supraduodenal choledochoduodenostomy. 
Pp. Vatpont. Policlin., Rome, 1932, xxxix, sez. chir. 507. 

Lymphosarcoma of the jejunum. M. L. WEINSTEIN. 
\m. J. Surg., 1932, xvii, 355. 

Perforation of a simple ulcer of the ileum. P. Morrovup. 
Bull. et mém. Soc. nat. de chir., 1932, lviii, 1157. 

Meckel’s diverticulitis in an infant. R. R. MooLren. 
New York State J. M., 1932, xxxii, 1070. 

Perforated peptic ulcer of Meckel’s diverticulum. R. T. 
VaucHAN and H. A. StmncER. Ann. Surg., 1932, xcvi, 230. 

18 


A rare case of congenital displacement of the colon below 
the splenic flexure. K. Sasaxr and K. Kim. Zentralbl. f. 
Chir., 1932, p. 1514. 

Two cases of neoplastic obstruction of the colon. 
MapINAVEITIA. Prog. de la clin., Madrid, 1932, xx, 451. 

Diverticulosis of the colon and sigmoid carcinoma. H. 
Strauss. Med. Klin., 1932, i, 473. 

Stenosis of the colon in infancy. A. 
Lancet, 1932, ccxxili, 611. 

Essential surgery in chronic ulcerative colitis. C. 
Rosser. Am. J. Surg., 1932, xvii, 360. 

Problems in the surgical treatment of carcinoma of the 
large bowel. F. W. RANKIN. West Virginia M. J., 1932, 
XXViii, 385. 

An analysis of 104 cases of carcinoma of the large in- 
testine. H. T. KaRSNER and B. CLARK, Jr. Am. J. 
Cancer, 1932, xvi, 933. [18] 

The terminal ileum, appendix, cacum, and ascending 
colon from the standpoint of the internist. D. P. Apsorr. 
Radiology, 1932, xix, 135. 

Congenital deformities of the right colon. T. A. PrNés. 
Rev. méd. de Barcelona, 1932, ix, 15. 

The erect cecum. M. PaztenzA. Ann. ital. di chir., 
1932, Xl, 782. 

_ The significance of the Bauhin valve and of the valve of 

‘ne appendix; experimental and anatomical study. F. I. 

Watcker. Arch. f klin. Chir., 1932, clxx, 706. 

The etiology of inflammatory and degenerative diseases 
{the appendix. B. STEINBERG. Ann. Surg., 1932, xcvi, 

451, 

. seudo-appendicular syndrome during chronic nephritis. 

*. VALLERY-Rapot and M. ALBEAUX-FERNET. Bull. et 

mem. Soc. méd. d. hop. de Par., 1932, xlviii, 1288. 

False appendicitis due to intestinal parasites. J. A. 

“IGUERAS. Arch. de med. infantil, 1932, i, 59. 

__ the giant cells in association with acute inflammation of 
ie appendix. W. FINKELDEY. Arch. f. path. Anat., 1932, 
‘XXXIV, 518. 

The etiology of appendicitis. Lorne. Zentralbl. f. 


I. 1932, p. 1169. [19] 


EK. SOMERFORD. 


3 


Appendicitis. J. B. Woopman. New England J. Med., 
1932, CCVii, 406. 

Appendicitis; the primary attack. M.H. Topp. South. 
M. & S., 1932, xciv, 569. 

Acute appendicitis in childhood. H. 
South. M. J., 1932, xxv, 942. 

The significance of chill and icterus in acute appendicitis. 
H. MEYERINGH. Med. Klin., 1932, i, 442. 

A case of acute appendicitis with adhesion of the femoral 
nerve. F. SCHEWKET. Zentralbl. f. Chir., 1932, p. 1471. 

The technique of the operation for acute appendicitis. 
J. McKenty. Canadian M. Ass. J., 1932, xxvii, 242. 

Perforated appendicitis. A. W. HoAGLUND. Med. J. & 
Rec., 1932, CXXXVi, 205. 

The danger of pelvic peritonitis due to appendicitis. 
P. CApLescu and S. Tovarv. Spitalul, 1932, hi, 57. 

Myxoglobulosis of the appendix. V. G. Hentz. 
Surg., 1952, XCvi, 456. 

Appendicular mucocele. 
med., 1932, xxii, 286. 

Neurinomatosis of the appendix. E. SrepeN. Zentralbl. 
t. Chir., 1932, p. 1520. 

A new angular incision method for simultaneous access 
to the gall bladder and appendix. A. Monrterro. Rev. 
Sud-Am. de méd. et de chir., 1932, iii, 573. 

Transverse incision in too consecutive appendectomies 
R. A. Cuttinc. Am. J. Surg., 1932, xvii, 360. 

Sequel of an operation for typhlitis; typhlitis following 
appendectomy. J. Frotie. Bull. et mém. Soc. nat. de 
chir., 1932, lviii, 1162. 

Volvulus of the transverse colon. K. E. Katzio. Acta 
chirurg. Scand., 1932, Ixx, 39. {20} 

Volvulus of the sigmoid. C. F. Dixon and J. A. BARGEN. 
West. J. Surg., Obst. & Gynec., 1932, xl, 470. 

A method of more clearly visualizing lesions of the 
sigmoid. W. H. Stewart and H. FE. Itiick. Am. J. 
Roentgenol., 1932, xxviii, 379. 

The association of rectal and uterovagina! prolapse 
(nove on operative technique). R. BRoGiio. Arch. ital. di 
chir., 1932, Xxxii, 176. 

Inflammatory stenosis of the rectum; hippocratic fingers 
and infectious rheumatism. P. MouLoncuer and J. 
SALOMON. Presse méd., Par., 1932, xl, 1269. 

The modern treatment of carcinoma of the rectum and 
rectosigmoid. F. W. RANKIN. Northwest Med., 1932, 
XXxi, 422. 

Extensive sacral operation for rectal carcinoma. EF. 
Makal. Zentralbl. f. Chir., 1932, p. 1464. 

Bleeding from the anus and rectum. F.C. Smirn. Med. 
J. & Rec., 1932, cxxxvi, 191. 

The Iles operation for hemorrhoids. C. B. 
South Carolina M. Ass., 1932, xxviii, 228. 

Anorectal fistula. W. E. Mites. Proc. Roy. Soc. Med., 
Lond., 1932, xxv, 1649. {20| 

The treatment of artificial anus and stereocolic fistula 
by an intraperitoneal method. A. CEBALLOs and H. 
TAUBENSCHLAG. Semana méd., 1932, XXXix, 370. 

The surgical treatment of artificial anus. F. 
Policlin., Rome, 1932, xxxix, sez. prat. 1357. 


KENNEDY, JR. 


Ann. 


N. SALLEs. Arch. brasil. de 


Epps. J. 


LOVINO. 


Liver, Gall Bladder, Pancreas, and Spleen 


An experimental study of the histopathology following 
the use of thorotrast. E.LIvERANTI. Policlin., Rome, 1932, 
XXxix, sez. med. 373. 

Anomalies of the biliary system and their surgical 
significance. W. RreDER. Chirurg, 1932, iv, 516. 

Penetration of contrast meal substance from the duo- 
denum into the bile passages via the ductus choledochus. 
L. ARNTZEN. Acta radiol., 1932, xiii, 202. 





74 INTERNATIONAL ABSTRACT OF SURGERY 


Hemorrhagic diathesis without icterus in complete 
external biliary fistula. E. HELLER. Deutsche Ztschr. f 
Chir., 1932, ccxxxv, 667. 

Duodenal diverticula and their significance in the de- 
velopment of diseases of the biliary passages. B. KOEHLER. 
Acta chirurg. Scand., 1932, xx, 59. 

Echinococcus infestation of the extrahepatic biliary 
passages. G. Picarpt. Policlin., Rome, 1932, xxxix, sez. 
prat. 1361. 

Drainage of the biliary passages; postoperative complica- 
tions. R. Léprz. Actas Soc. de cirug. de Madrid, 1932, i, 

359. 

_ Ultimate results _ operations on the biliary tract. 

S. Jupp and J. T. Prresttey. J. Am. M. Ass., 1932, 
coh 887. 

The restoration of biliary function. E. L. 
J. & Rec., 1932, cxxxvi, 244. 

The effects of bile in the peritoneal cavity and the inter- 
pretation of these effects. G. Ficuretu. Ann. ital. di 
chir., 1932, xi, 611. 

Chemistry of the stomach in diseases of the biliary 
passages and in chronic icterus due to obstruction, with 
special reference to postoperative changes. G. PERACCHIA. 
Rassegna internaz. di clin. e terap., 1932, xiii, 735. 

The effect of liver extract on bile pigment formation. 
M. S. Kim. J. Lab. & Clin. Med., 1932, xvii, 1223. 

Further contributions to the ’ diagnosis and surgical 
pathology of the ligamentum teres hepatis. Singultus as a 
symptom of the ligamentum teres. G. BUETTNER. Beitr. 
z. klin. Chir., 1932, cliv, 603. [22] 

Changes in the glucose content of the blood following 
intravenous injection of tetra-iodophenophthalein, and its 
significance. G. ZAPPALA. Policlin., Rome, 1932, xxxix, 
sez. chir. 463. 

Roentgen studies of the liver and spleen. 
Orvosi hetil., 1932, p. 508. 

The reticulo-endothelial system and its relation to the 
roentgen study of the liver and spleen after the intravenous 
administration of thorium dioxide solution. L.-S. OTELL. 
Radiology, 1932, xix, 148. 

Is hepatosplenography 
procedure? E. LIveRANI. 
sez. prat. 1277. 

Vitamin-A reserves of the human liver in health and 
disease; the scope of Vitamin A as an anti-infective agent. 
T. Moore. Lancet, 1932, ccxxiii, 669. 

Degenerative liver change. N. F. SHAMBAUGH. 
& Rec., 1932, Cxxxvi, 250. 

Liver failure. J. W. SHuman. Med. J. & Rec., 
CXXXVi, 249. 

The prediction of hemorrhage in obstructive jaundice. 
H. M. Ciute and J. R. VEAL. Ann. Surg., 1932, xcvi, 385. 

The relation of the blood fibrin to the hemorrhagic 
diathesis of obstructive jaundice. R. R. Linton. Ann. 
Surg., 1932, XCVi, 394. 

The indications for cholecystostomy in jaundice of 
infectious origin. E. CHABROL, P. Broca, and J. Portn. 
Presse méd., Par., 1932, xl, 1053. [23] 

Franc icterus with white bile. J. Oxrncyzc and G. 
PARTURIER. Presse méd., Par., 1932, xl, 1301. 

A case of alcoholic cirrhosis treated on the principle of 
the Talma-Morison operation. J. E. Piercy. Lancet, 
1932, CCXXili, 570. 

Non-parasitic hepatic abscesses, with a report of two 
cases. J. D. Hancock. Kentucky M. J., 1932, xxx, 480. 

Non-dysenteric abscess of theliverinaninfant. BALACEScU 
and Poprescu-SEVERIN. Rev. de chir., Bucharest, 1932, 
XXXV, 361. 

Solitary metastatic arteriogenic abscess of the liver. L. 
Sussit. Med. Klin., 1932, i, 611 


Bortz. Med. 


A. GAAL. 


a harmless 
1932, XXXix, 


with thorotrast 
Policlin., Rome, 


Med. J. 


1932, 


Simple cyst of the liver. D. A. Brarri 
ROBERTSON. Lancet, 1932, ccxxiii, 674. 

Suppurative hydatid cyst of the liver opening up int 
the biliary passages; marsupialization. S. SaBapiny. By! 
et mém. Soc. nat. de chir., 1932, viii, 1115. 

Perforated cyst of the ‘liver with a clinical pi 
perforated gastric ulcer. W. RrEDER. Zentrall! 

1932, Pp. 1423. 

The surgical treatment of non-parasitic cysts of {| 
J. G. Knoritacn. Wien. klin. Wchnschr., 1932, j 

Cavernous angioma of the liver. Pozzi. (li 
1932, Vili, 625. 

Primary cancer of the liver. A. Marano 
GALAND. Semana méd., 1932, xxxix, 532. 

Is the dark bile (B Bile) always gall-blad 
M. Ernnorn. Med. J. & Rec., 1932, cxxxvi, 2 

Cholecystography. Larrt. Actas Soc. cd 
Madrid, 1932, i, 28r. 

Cholecystography. J. 
ccxxiii, 566. 

A résumé of a roentgenographic study of 
disease. I. S. SILVERSTEIN. Med. J. & Rec., 

243. 

hg me mg sag diagnosis of gall-bladd« 

. LEVENE. New England J. Med., 1932, ccvii 

"The conservative treatment of ‘dedocra: tis 
Mason and J. M. Brackrorp. J. Am. M. Ass., 1 
8oI. 

The surgical treatment of active cholecystitis 
ZINNINGER. Ann. Surg., 1932, xcvi, 406. 

The complications of gall stones. 1 
Orvosképzés, 1932, xxii, 93. 

Some aspects of gall-stone disease. 
J. Australia, 1932, ii, 375. 

Calcification of the gall bladder. J. E. 1) 
Surg., 1932, xcvi, 413. 

Carcinoma of the gall bladder and bile duct 
Jupp and H. K. Gray. Surg., Gynec. & Obst 
308. 

Non-surgical gall-bladder drainage and duodena 
J. SCHNEYER. Med. J. & Rec., 1932, cxxxvi, 235 

Changes in teaching as to the function of the bi 
K. Bionp. Arch. f. klin. Chir., 1932, clxx, 5 

Internal biliary fistule. G. PeRaccita. \rch 
chir., 1932, xxxii, 97. 

Lipiodol i in the diagnosis of bile-duct ston 
BURG. Ann. Surg., 1932, xcvi, 460. 

Carcinoma of the hepatic duct. V. C. [)\vip 
Surg., 1932, xcvi, 381. 

The bile ducts and jaundice, with reference to 
risk. B. Markowitz. Illinois M. J., 1932, | 

Diabetes and cholecystitis. M. Caray, | 
J. Le Sace. Presse méd., Par., 1932, xl, 13 

The etiology of acute pancreatitis. R. J. Wuire. Am 
Surg., 1932, xcvi, 460. 

An experimental study on acute hemorrha 
titis. R. Parma. Ann. ital. di chir., 1932, » 

Acute hemorrhagic pancreatitis with «den 
BuTuREANU and Curpatt. Rev. de chir 
1932, XXXV, 337. 

Chronic interlobular pancreatitis. 
Surg., 1932, XCvi, 441. 

Postoperative pancreatitis following oper 
biliary tract. H. L. Popper. Deutsche Z 
1932, CCXXXVi, 124. 

Acute pancreatic necrosis and its sec\i 
TaKATs and W. D. MAcKENzIE. Ann. Surs., 

418. : 

Acute hemorrhagic necrosis of the pancreas. A ‘ ov 
copathological study with a new classification bas ed 00 


and H D 


F. BRAILSFORD. Lan 


I. Ham 


1) 
| 


ic pancre 


I 


J. W. Hrsro 





BIBLIOGRAPHY OF CURRENT LITERATURE 


etiology. W. Bropy and R. P. Custer. Am. J. M. Sc., 
1932, cIxxxiv, 389. 

Pancreatic cysts. F. K. Hicx. Med. Clin. North Am., 
1932, XVi, 555: 

Cysts of the pancreas, with particular reference to their 
etiology. The late results of operative treatment and a 
study of the relationship between pancreatic cysts and the 
later occurrence of diabetes mellitus. F. BrERNHARD. 
Deutsche Ztschr. f. Chir., 1932, ccxxxvi, 281. 

Pancreatic carcinoma. F. K. Hick. Med. Clin. North 
Am., 1932, XV1, 547. 

Spontaneous rupture of an apparently normal spleen. 
Vy. J. Darptnskr. J. Am. M. Ass., 1932, xcix, 831. 

Traumatisms of the spleen; two cases of splenectomy. 
J. L. Caranes and J. Guascu. Rev. méd. de Barcelona, 
1932, 1X, 487. 

The surgical treatment of primary splenomegaly, with 
particular reference to hemolytic icterus. A. ZAFFAGNINT. 
\nn. ital. di chir., 1932, xi, 709. 

Postoperative shock following splenectomy for chronic 
thrombocytopenic purpura. R. Lewisoun. Ann. Surg., 
1932, XCVi, 447. 

Thrombophlebitic splenic tumors. F. KLAces. Arch. f. 
klin. Chir., 1932, clxxi, 157. 

Operation for large tumors of the spleen, with a case 
report of chronic tuberculosis of the spleen. R. Levy. 
Arch. f. klin. Chir., 1932, clxx, 188. 


Miscellaneous 


The symptomatology and diagnosis of congenital hernia 
of the diaphragm. N. JOHANNSEN. Acta pediat., 1932, 
xili, 251. 

A case of right congenital total diaphragmatic hernia 
of the stomach with callous ulcer of the pylorus; a clinical 
and operative study. L. Susst. Policlin., Rome, 1932, 
XXxix, sez. chir. 497. 

The operative treatment of diaphragmatic hernia. 
C. Hammesranr. Zentralbl. f. Chir., 1932, p. 1621. 

A sign for the detection of small amounts of free blood 
in the abdomen. R. A. LirvENDAHL. Am. J. Obst. & 
Gynec., 1932, XXiV, 394. 

Abdominal rigidity in intraperitoneal hemorrhage. P. 
Petripis. Bull. et mém. Soc. nat. de chir., 1932, lviii, 
1150. 

Subphrenic infection; a clinical consideration of its 
diagnosis and treatment. J. W. Sayre. Virginia M. Month., 
1932, lix, 3206. 

[ther in abdominal surgery. P. C. PorenctAno. Med. 
J. & Rec., 1932, cxxxvi, 227. 

A false conception of drainage, and the benefits of 
Mikulicz drainage in abdominal surgery. R. LAscaux. 
Presse méd., Par., 1932, xl, 1291. 

Ossification in the scar following laparotomy. 
Donati. Policlin., Rome, 1932, xxxix, sez. chir. 460. 


G.. 5S. 


GYNECOLOGY 


Uterus 


Hysterosalpingography in sterility studies. M. 
Sturcis. Am. J. Obst. & Gynec., 1932, xxiv, 355. 

Electrical impulse to the uterus of a rabbit whose 
hypophysis was completely destroyed. H. Morrmoto 
and M. IkepA. Jap. J. Obst. & Gynec., 1932, xv, 300. 

Inversion of the uterus. I. M. Fircu. New England J. 
Med., 1932, cevii, 413. 

Perforation of the uterus. D. Rosst. Rassegna internaz. 
diclin. e terap., 1932, xiii, 740. 

The etiology, pathology, and treatment of uterine 
hemorrhage. R. T. FerGuson. South. M. & S., 1932, 
XClV, 587. 

An unusual uterine hemorrhage and its prevention. 
H. WALAWELSKI. Zentralbl. f. Chir., 1932, p. 1420. 

Splenectomy for uterine bleeding. S. ABERNATHY. 
South. M. J., 1932, XXV, O51. 

_The maintenance of a healthy cervix. W. E. MAssEy. 
South. M. J., 1932, xxv, 946. 

Uterine allergy. A. H. Rowe. Am. J. Obst. & Gynec., 

1932, XXIV, 333. 
_ The technique of unipolar diathermal electrocoagulation 
‘or the treatment of chronic metritis of the cervix and the 
results obtained therefrom. P. Nets. Gynécologie, 1932, 
XXXi, 

The spread of tuberculosis in the uterus. J. GRUEN- 
STEIN. Ztschr. f. Geburtsh. u. Gynaek., 1932, cii, 128. [25] 

The development of irradiation injuries following pre- 
Vious syphilitic infection. H.O. KLeine. Arch. f. Gynaek., 
1932, Cxlix, 213. 

Vibromyoma of the cervix. Y. IkepA and K. IKEDA. Jap. 
J. Obst. & Gynec., 1932, xv, 184. 

\ case of diabetes insipidus in a myomatous uterus with 
menorrhagia. Y. IkEpA and K. IkEpA. Jap. J. Obst. & 
Gynee., 1932, XV, 187. 

— treatment of hemorrhagic fibroma by roentgen 

trapy. P. Santy. Gynécologie, 1932, xxi, 386. 


The dependency of climacteric symptoms on the method 
of roentgen irradiation for myoma. L. GustaArsson. 
Monatsschr. f. Geburtsh. u. Gynaek., 1932, xci, 238. 

Studies on direct radium irradiation of uterine myomata 
without influencing the ovarian function. W. ALBERTI. 
Lijeé. Vjesnik., 1932, liv, 177. 

Fibromata and the X-rays. Some cases of radiotherapy 
for pelvic tumors incorrectly diagnosed as fibromata. 
R. BERNARD. Bull. Soc. d’obst. et de gynéc. de Par., 1932, 
Xxi, 304. [25 

Multiple fibroids of the uterus; myomectomy, subse 
quent pregnancy, and delivery. G. Mompacu. J. Med., 
Cincinnati, 1932, xiii, 362. 

Cancer of the cervix; the immediate necessity for earlier 
diagnosis and treatment. J. C. BLoopcoop. Am. J 
Cancer, 1932, xvi, 1238. 

Combating carcinoma of the uterus by early diagnosis. 
E. Voct. Therap. d. Gegenw., 1932, Ixxiii, 255. 

Cancer prophylaxis. C. MACFARLANE and M. FE. Howe. 
Am. J. Obst. & Gynec., 1932, xxiv, 406. 

Carcinoma of the body of the uterus in childhood. J. 
B. GitBertT. Am. J. Obst. & Gynec., 1932, xxiv, 402. 

Clinical observations of the stroma reaction in car- 
cinoma of the portio vaginalis. J. Toyvosuima. Jap. J. 
Obst. & Gynec., 1932, Xv, 203. 

The treatment of carcinoma of the cervix. T. FE. JONEs. 
J. Am. M. Ass., 1932, xcix, 880. 

The treatment of cancer of the cervix. LEveur, HERREN- 
scHMIDT, and Goparb. Bull. et mém. Soc. nat. de chir., 
1932, lviii, 1173. 

Experiences with radiological treatment of cancer of 
the uterus and the ovaries. J. HeyMANn. Acta radiol., 
1932, xili, 329. Nord. med. Tidskr., 1932, p. 250. 

Late recurrence after radiation of uterine cancer. 
Kobe. Monatsschr. f. Geburtsh. u. Gynaek., 1932, xci, 214. 

The treatment of cervical cancer by operation and 
irradiation. L. ApLER. Wien. klin. Wchnschr., 1932, i, 
289. [25] 





76 INTERNATIONAL ABSTRACT OF SURGERY 


An unusual case of sarcoma of the uterus. H. OKKELS 
and F. THERKELSEN. Hosp.-Tid., 1932, p. 415. 

A study of the abortificants, especially apiol. L. van 
ITacire, A. HARMSMA, and L. W. vAN EsvELp. Naunyn- 
Schmiedebergs Arch., 1932, clxv, 84. 

Hysterectomy and the artificial menopause; a review of 
the literature and a report of ninety-one cases. J. V. 
Sessums and D. P. Murpuy. Surg., Gynec. & Obst., 
1932, lv, 286. 


Adnexal and Periuterine Conditions 


a conservative method of treating the 
uterine adnexa, and its results. J. N. PANuTIN. Gynéc. 
et obst., 1932, Xxvi, IIo. [26] 

Cyst of the broad ligament diagnosed as extra-uterine 
pregnancy. A. RicevuTo. Clin. ostet., 1932, xxxiv, 513. 

The female sex hormones. L. K. Zimmer. J. Kansas 
M. Soc., 1932, Xxxiii, 326. 

Isomeric follicular hormones; 
hormone. A. BUTENANDT and I. 
physiol. Chem., 1932, ccviii, 120. 

The effect of the follicular hormones on the constitution. 
I. Studies of the female sex hormone. A. BUTENANDT, 
I. SrorrMER, and U. WestpHAL. Ztschr. f. physiol. 
Chem., 1932, ccviii, 1409. 

The method of action of the sex hormones. II. 
monal sterilization. P. HAupTSTEIN. Endokrinol., 
321. 

The value of ovarian therapy. I. Basic principles. E. 
Laqueur. Deutsche med. Wchnschr., 1932, i, 950. 

The proliferative or hyperemic stage of the human 
corpus luteum. R. Meyer. Arch. f. Gynaek., 1932, cxlix, 
315. 

The mitochondral structure of the cells in the corpus 
luteum of menstruation. M. MAttnowsky, M. Kuscunir, 
and E. Perrowa. Arch. f. Gynaek., 1932, cxlix, 298. 

Disturbances of ovulation and uterine hemorrhage. 
J. Zuprzycki. Ginek. polska, 1932, xi, 1. 

Certain types of ovarian cyst following castration. O. 
VIANA. Clin. ostet., 1932, xxxiv, 497. 

Torsion of ovarian cysts in the child. A. Etprm and L. 
Méricor. Rev. frang. de gynéc. et d’obst., 1932, xxvii, 
358. [26] 

A vegetating ovarian cyst treated by radium irradiation 
and surgery. A. GosseT and E. WALLon. Bull. Soc. 
d’obst. et de gynéc. de Par., 1932, xxi, 421. [26] 

A histological study of a large leiomyoma of one ovary 
in a patient with myoma of the uterus and of the other 
ovary. TESAURO. Arch. di ostet. e ginec., 1932, xxxix, 
291. 

Operation in a case of ovarian teratoma with gliometas- 
tases and with a thus far favorable outcome. G. Norp- 
MARK. Hygiea, Stockholm, 1932, xciv, 35. 

The action of small X-ray doses on the ovary. E. STOECKL. 
Polski Przegl. radjol., 1931, vi, 385. 

Studies of epithelial foci in proliferations of the uterine 
tubes. W. ZALESKI. Ginek. polska, 1932, xi, 17. 

The treatment of ruptured pyosalpinx with generalized 
peritonitis by the conservative method; drainage. Mikulicz 
pack conservation of the adnexa. L. SABADINI. Presse 
méd., Par., 1932, xl, 1334. 

Implantation of the fallopian tube into the uterus, with 
presentation of a new method. R. E. Watkins. West. J. 
Surg., Obst. & Gynec., 1932, xl, 463. 


Physiotherapy, 


studies of the female sex 
STOERMER. Ztschr. f. 


Hor- 
1932, X, 


External Genitalia 
The development of the human vagina. E. ViLas. 
Ztschr. f. Anat., 1932, xcviii, 263. 


Two cases of vaginal malformation. C. P. O11) 
Univ. de Chile, 1932, ii (1930), 124. 

Congenital absence of the vagina; plastic repair, 
HortToLomeE!, IONESCU-MILTIADE, and BuRGHELF. Rey 
de chir., Bucharest, 1932, xxxv, 357. 

The formation of an artificial vagina. L. Giiarre 
Monatsschr. f. Geburtsh. u. Gynaek., 1932, xci, 48 

A questionnaire trichomonas vaginalis. M. Roprcover 
Ztschr. f. Geburtsh. u. Gynaek., 1932, cii, 151 

Trichomonas vaginalis vaginitis. J. V. Mrtcs. New 
England J. Med., 1932, ccvii, 403. 

Further studies of trichomonas vaginalis (| )onné 
I. F. Stern and E. J. Cope. Am. J. Obst. & Gynec., 1932, 
xxiv, 348. 

Closure of small vesicovaginal and rectovagina! {istyle 
by means of diathermy and the monopolar current. R. T 
Frank. Am. J. Obst. & Gynec., 1932, xxiv, 411 

Primary cicatricial carcinoma of the vagina. B. ( 
Ztschr. f. Geburtsh. u. Gynaek., 1932, cii, 350 

Report of a case of congenital vulvovaginal anus. Rk. K 
PackArD and J. D. Kirsupaum. Am. J. Obst. & Gynec., 
1932, XXiV, 437. 

The value of bacterial cultures in vulvovaginitis 
tum. A. C. Ruys. 
21097. 

Carcinoma of the vulva. CHANG-KEN Cut. Chinese M 
J., 1932, xlvi, 584. |27 


ARES, 


) 


infan 
Nederl. Tijdschr. v. Geneesk., 1932, p 


Miscellaneous 


ecology 


The development and present tendencies in gy . 
de Chile, 


H. Cruz. Bol. anual, clin. ginec. de Correa, Uni, 
1932, ii (1930), 38. 

Studies of the female urethra, especially as regar 
closing mechanism of the bladder. THOMSE 
radiol., 1932, xiii, 433. | 

Urinary incontinence in women. I. The anatomy, 
embriology, and physiology of the sphincter apparatus 
of the urinary bladder. I. Amreicu. Chirurg, 1932, iv, 
185. 

Urinary incontinence in women. II. The etiology and 
treatment of incontinence; indications for operation. | 
Amreicu. Chirurg, 1932, iv, 234. 

Laceration of a female urethra, with complete incon 
tinence; method of repair restoring function. W. 1 
KENNEDY. Am. J. Obst. & Gynec., 1932, xxiv, 425 

On certain endocrine factors in menstruation and 
menstrual disorders, with special reference to the problems 
of menstrual bleeding and menstrual pain. |. Novak 
Am. J. Obst. & Gynec., 1932, xxiv, 319. 

The use of parathyroid extracts in abnormal menstru- 
ation. G. BAKAcs. Orvosi hetil., 1932, p. 42. 

The clinical use of the hormone of the ante rior lobe of 
the hypophysis “prolan,”’ in menstrual anon nalies, E 
PuRPUS. 1931: Erlangen, Dissertation. 

The treatment of essential dysmenorrhaa. 5. VO 
WACHENFELDT. Svenska Lakartidningen, 1932, Pp. 545: 

Is one justified in operating upon women during the 
menstrual period? A. Popova. Arch. f. klin. Chir., 1932 
clxix, 675. 

The irradiation of the hypophyseal region in the climac- 
terium. I. Gornczy, G. GyorerGyI, and J. Kiss. Orvos! 
hetil., 1932, p. 249. 

The cestrus cycle in the white mouse. G 
—_ f. Gynaek., 1932, cxlix, 199. 

A study of the cestrus-producing hormone in the ar 
culating blood of normal women. F. A. For and S. ( 
MvELLER. Am. J. Obst. & Gynec., 1932, XXiV, 329. 

Do the interstitial cells of the gonads produce a 

sexual secretion? H. Streve. Med. Klin., 1932, 1, 849: 


Is the 


RIEBOLD 


1 specific 





1con- 


I 


and 
plems 
VAR 


ystru- 


be of 
>. E 
_ VON 
545: 

1g the 
1932, 


Jimac- 
Orvos! 


EBOLD 


he cil- 
1s.c 


specific 
840. 


BIBLIOGRAPHY OF CURRENT LITERATURE 77 


The hormone of the anterior lobe of the hypophysis and 
the hypophysis. Experimental studies on the white rat. 
y. Banteckt. Arch. f. Gynaek., 1932, cxlix, 478. 

Further studies on the excretion of the hormone of the 
interior lobe of the hypophysis in the urine. R. BRUEHL. 
Ztschr. f, Geburtsh. u. Gynaek., 1932, Ci, 403. 

Hormonal relationships between the anterior lobe of the 
hypophysis and the sex glands. M. DOHRN and W. 
Houtwec. Verhandl. d. 2 internat. Kong. Sex. forschg., 
1031, Pp. 430. ‘ 
i mene of the pars intermedia of the hypophysis 
intermedin). II. Intermedin in the organisms (hypophy- 
jsandbrain). B. ZonpEK and H. Kroun. Klin. Wehnschr., 
1932, 1, 549. 

. Firther studies on the anterior pituitary-like hormone, 
with special reference to irregular uterine bleeding. A. D. 
CypBELL. Lancet, 1932, Ccxxili, 561. [27] 

\ quantitative study of the excretion of the hormone of 
the follicles and of the anterior lobe of the hypophysis at 
the end of pregnancy. H. Runce, H. HARTMANN, and 
k. Sievers. Arch. f. Gynaek., 1932, cxlix, 608. 

The efiect of hormone therapy on sex function. L. 
FRAENKEL and E. Frets. Verhandl. d. 2 internat. Kong. 
Sex. forschg., 1931, p. 467. 

Do the hormones act directly upon the secondary sex 
ans, or only through the hypophysis? J. Freup. Klin. 
Wchnschr., 1932, i, 776. 

The sensibility of the female genital tract to sex hor- 
mones following sympathetic denervation. Z. M. Baca, 
L. Broun, and HINGLAIs. Gynéc. de obst., 1932, xxvi, 


The sedimentation test in gynecological diseases. G. 
Herrera. Bol. anual, clin. ginec. de Correa, Univ. de 
Chile, 1932, ii (1930), 150. 

Acritical study of the technique and clinical value of the 
sedimentation rate in gynecology. M. J. SUMMERVILLE and 
IH. Farts. Am. J. Obst. & Gynec., 1932, xxiv, 389. 

The adhesive properties of the leucocytes as a clinical 
functional test in gynecology. H. Evrtncrr. Arch. f. 
Gynaek., 1932, cxlix, 630. 

Eunuchoidism in the female. 
Gynaek., 1932, Cxlix, 462. 

The biological significance of spontaneous ovulation. 
s.CHazan. Ginek. polska, 1932, xi, 117. 

Organic oxidation and glutathion in obstetrics and 
gynecology. S. MANISCALCO. Riv. ital. di ginec., 1932, xiv, 


J. Novak. Arch. f. 


Aciinical study of appendicitis in its relation to gyne- 
ological affections. A. SALVINI. Riv. ital. di ginec., 1932, 
XIV, 177. 

Diseases of the liver, uropoietic system, and renal dis- 
cases in their relation to gynecology and obstetrics. BicK- 
ENBACH. Monatsschr. f. Geburtsh. u. Gynaek., 1932, xci, 


_ The enterovenous syndrome in women. P. R. Joty. 
Kev, frang. de gynéc. et d’obst., 1932, xxvii, 303. 

Roentgen pictures of diagnostic aid in gynecological and 
tynecologico-urological diseases. H. O. KLEINE. Arch. f. 
bynaek., 1932, cxlix, 347. 

The treatment of organic and neurotic disturbances in 


the female genitalia. F. WENGRAF. 


Aong. Psychother., 1931, pp. 119, 251. 
Causes and origin of genital bleeding in women with 
«sential thrombopenia (Frank). A. Gremme. Arch. f. 
‘mnaek., 1932, cxlix, 515. 

"sychogenic and neurogenic leucorrhcea. J. Kuss. 
lentralbl. f. Gynaek., 1932, p. 1640. 
Re study of colon bacillus infection in women. L. M. 
“ERRA. Rey. frang. de gynéc. et d’obst., 1932, xxvii, 


Ber. allg. aerztl. 


Clinical manifestations of colon bacillus infections in 
women exclusive of the genital tract. G. LARocHE and 
S. DE Cosi. Rev. frang. de gynéc. et d’obst., 1932, xxvii, 
283. 

Colon bacillus infections of the female genitalia in the 
absence of pregnancy. L. M. Prerra. Rev. frang. 
gynéc. et d’obst., 1932, xxvii, 290. [28] 

The treatment of colon-bacillus infections in the female. 
X. CoLaAnErt. Rev. frang. de gynéc. et d’obst., 1932, xxvii, 
313. (29) 

The paragenitai path for ascending gonorrhceal infection 
in women. N.S. Iwanow. Arch. f. Gynaek., 1932, cxlix, 
137. 

Intensive pyrogenic treatment with milk in gonorrhoea 
of the female. A. Licuter. Fortschr. d. Therap., 1932, 
viii, 374. 

The treatment of pelvic inflammation by medical and 
surgical heat. G. D. Royston and M. A. Rosier. Am. J. 
Obst. & Gynec., 1932, xxiv, 381. 

Endometriosis. F. R. Isaacs. J. Kansas M. Soc., 1932, 
XXxili, 320. 

An anatomical and clinical study of sixty-five cases of 
endometriosis. K. ROSENLOECHER. Arch. f. Gynaek., 
1932, cxlix, 430. 

Spontaneous hematoma of the abdominal wall and 
spontaneous suprafascial hematomata of the pelvic wall 
and their relation to obstetrics and gynecology. F. 
SprRITO. Rassegna internaz. di clin. e terap., 1932, xiii, 
787. 

Physicochemical change of the blood in gynecological 
diseases. II. The physicochemical nature of the blood of 
patients with uterine myoma and ovarian cyst. M. IkEDA 
Jap. J. Obst. & Gynec., 1932, xv, 291. 

The principles of the treatment of myomata. W. 
BENTHIN. Zentralbl. f. Gynaek., 1932, p. 1520. 

Carcinoma of the female genitalia; some clinical obser- 
vations and experiences. M. HENKEL. Med. Klin., 1932, 
i, 69. 

A questionnaire concerning cancer in the Lower Rhine 
Westphalian Society for Gynecology and Obstetrics. 
K. FRANKENSTEIN. Zentralbl. f. Gynaek., 1932, p. 1143. 

The treatment of carcinoma of the female genital organs. 
P. WERNER. Wien. klin. Wchnschr., 1932, i, 594. 

The Lange-Heuer silver reaction in women. K. WIs- 
LANSKI. Ginek polska, 1932, xi, 140. 

Drainage and gynecology. J. Woop. Bol. anual, clin. 
ginec de Correa, Univ. de Chile, 1932, ii (1930), 23. 

Pelvic hysteropexy of Pestalozza. H. Cruz. Bol. anual, 
clin. ginec. de Correa, Univ. de Chile, 1932, ii (1930), 106. 

Local anesthesia in gynecology and obstetrics. P. 
DuuarL. Gynéc. et obst., 1932, xxvi, 260. 

First experiences with peridural segmental anesthesia 
in gynecology. L. MOLINENGO. Gynéc. et obst., 1932, 
XXvi, 256. 

Contraception and sterilization. 
klin. Wchnschr., 1932, i, 690. 

Indications for sterilization of women with urological 
affections. J. G. GorLreB. Gynécologie, 1932, xxxi, 2901. 

Causes for failure of chemical sterilization. W. A. 
Pokrowsky. Gynécologie, 1932, xxxi, 363. 

Roentgenologically controlled Madlener’s sterilization, 
and the conclusions drawn therefrom. H. Wotr. Zentralbl. 
f. Gynaek., 1932, p. 1383. 

Cstrus; the sign of the onset of ovulation following 
temporary roentgen sterilization in animals. voN KHREN- 
INGER-GUGGENBERGER. Arch. f. Frauenk. u. Konstitu 
tionsforsch., 1932, xviii, 75. 

Sterility and hysterosalpingography; subsequent preg- 
nancy. H. Cruz. Bol. anual, clin. ginec. de Correa, Univ. 
de Chile, 1932, ii (1930), 137. 


T. ANTOINE. Wien. 





INTERNATIONAL ABSTRACT OF SURGERY 


OBSTETRICS 


Pregnancy and Its Complications 


The clinical significance of prenatal care. E. PHILIPP. 
Gesdh. fuers. Kindesalt., 1931, vi, 321. 

The termination of conception. M. 
tralbl. f. Gynaek., 1932, p. 1510. 

The rapid diagnosis of pregnancy from the urine. K. 
EHRHARDT. Monatsschr. f. Geburtsh. u. Gynaek., 1932, 
xc, 310. 

Further experiences with a simple serum reaction for the 
determination of pregnancy; a second modification. F. 
Manortorr. Arch. f. Gynaek., 1932, cxlix, 645. 

The biological diagnosis of pregnancy. Purc and Rotc. 
Rev. méd. de Barcelona, 1932, ix, 55. 

The diagnosis of pregnancy by means of a test for ovula- 
tion in the rabbit. E. BuNster. Bol. anual, clin. ginec. de 
Correa, Univ. de Chile, 1932, ii (1930), 83. 

Further experiences with the hormone test for preg- 
nancy. L. C. Topp. South. M. & S., 1932, xciv, 597. 

The Aschheim-Zondek pregnancy test in 3,000 cases. 
K. Eursarpt. Arch. f. Gynaek., 1932, cxlix, 188. 

The simplification of the Aschheim-Zondek reaction by 
the rabbit test of Friedman. E. Paracue. Zentralbl. f. 
Gynaek., 1932, p. 1353. 

Doubts on the cause of Zondek-Aschheim’s reaction of 
pregnancy. K. Mizuno. Jap. J. Obst. & Gynec., 1932, xv, 
200. 

The value of the Manoiloff pregnancy test. Z. voN 
SzaTHMARY. Ztschr. f. Geburtsh. u. Gynaek., 1932, cii, 112. 

Pregnancy in an interposed uterus. R. A. Hurp. Am. 
J. Obst. & Gynec., 1932, xxiv, 433. 

Postoperative separation of the casarean section wound, 
with subsequent abdominal pregnancy; report of four 
cases. E. L. Kinc. Am. J. Obst. & Gynec., 1932, xxiv, 
421. 

Full-term pregnancy in uterus bicornis, with anterior 
sacculation of the pregnant horn. E. Eno. Am. J. Obst. 
& Gynec., 1932, xxiv, 430. 

An analysis of a series of eighty-two cases of ectopic 
pregnancy. L. C. ScHerrey, T. R. MorcGan, and C. M. 
Stimson. Am. J. Obst. & Gynec., 1932, xxiv, 103. [30] 

Two cases of simultaneous intra-extra-uterine preg- 
nancy. G. REVOLTELLA. Clin. ostet., 1932, xxxiv, 501. 

Extra-uterine pregnancy. I. SrvERTSEN. Minnesota 
Med., 1932, xv, 590. 

Diagnostic errors in  extra-uterine 
SzTEHLO. Orvosképzés, 1932, xxii, 193. 

The diagnosis of ruptured extra-uterine pregnancy. The 
HOFSTAETTER-CULLEN-HELLENDALL phenomenon.  E. 
Scumitz. Med. Klin., 1932, i, 756. 

Viscosity of the blood in extra-uterine pregnancy and 
adnexal inflammation. D. TouBrrRovski. Rev. franc. de 
gynéc. et d’obst., 1932, xxvii, 348. 

Clinical considerations of extra-uterine pregnancy in the 
presence of active infection. G. PARort. Riv. ital. di ginec., 
1932, XiV, IOI. [30] 

The Graefenberg ring and tubal pregnancy. W. KOLpeE. 
Zentralbl. f. Gynaek., 1932, p. 1048. 

An early stage of tubal pregnancy. J. Czyzax. Ginek. 
polska, 1932, xi, 61. 

Pregnancy carried to term following tubal implantation. 
B. T. SzEkety. Zentralbl. f. Gynaek., 1932, p. 1470. 

Simultaneous ovarian and tubal pregnancy. F. D’ERCHIA. 
Clin. ostet., 1932, xxxiv, 505. 

Abdominal palpation of the fetus. L. Drosty. Med. J. 
& Rec., 1932, Cxxxvi, 234. 


BotaFFIo. Zen- 


pregnancy. I. 


Fetal injury due to chemical contracey 


ytives 


ScHWARz. Muenchen. med. Wchnschr., 1922, i, 


A case of chondrodystrophia fetalis. K. H 


Monatsschr. f. Geburtsh. u. Gynaek., 1932, xc, = 


Fetal peritonitis and hydramnion. J. G. 
Nederl. Tijdschr. v. Verlosk., 1932, xxxv, 160. 


(; 


Pharmacological investigation of blood vessc! 
5 


human placenta. K. UepA. Jap. J. Obst. & Gy 
XV, 264. 


Investigation of placental ferments in various 
pregnancy. M.Ase. Jap. J.Obst. & Gynec., 1932 


A supplementary study on the permeability 
hydrate in the human placenta. M. ABE. Jap 
Gynec., 1932, xv, 289. 

The biology of the placenta. IIL. The per 
the placenta for adrenalin. H. ScHLossmn> 
Schmiedebergs Arch., 1932, clxvi, 74. 

The biology of the placenta. IV. The yx 
of the placenta for amino acids. H. Sci 
Naunyn-Schmiedebergs Arch., 1932, clxvi, 81 

Results of the treatment of placenta previa 
Semana méd., 1932, xxxix, 176. 

Placenta accreta. A. J. Gurroy and 1) 
Semana méd., 1932, XXxix, 534. 

A review of the development of roentgeno! 
nique for examination of the pelvis during pr 
A. Want. Ztschr. f. Geburtsh. u. Gynaek., 1 

The borderline pelvis. E. P. 
1932, XXV, 949. 

The appearance of growth-stimulating hon 
urine of pregnant women. E. WEHEFRITZ and | 
Klin. Wchnschr., 1932, i, 1106. 

The excretion and isolation of endocrin 
ulating substances in the urine of pregnant 
WEHEFRITz and E. Grerwake. Arch. f. Gy 
cxlix, 377. 

Experimental study of the thyroid function 
nancy, parturition, and puerperium. I. Ont! 
of iodine during pregnancy and the pucr) 
NAKAMURA. Jap. J. Obst. & Gynec., 1932, x\ 

The metabolism of calcium in the pregnant 
variations with cedema and convulsions. Li 
Mayer. Gynéc. et obst., 1932, xxvi, 193. 

Intraperitoneal hemorrhage of genital ori 


ALLEN. Sout! 


of ectopic pregnancy, with the symptomatolog 


pendicitis. P. Dreyrus, Le Foyer, and 
Gynéc. et obst., 1932, xxvi, 102. 


Clinical and pathological study of eye chanu 


nancy. K. Myttius. Ztschr. f. Augenh., 1: 

Bitemporal hemianopsia during pregnancy 
Ztschr. f. Augenh., 1932, xxvii, 126. 

Vomiting of pregnancy and its treatment 
Rev. belge d. sc. méd., 1932, iv, 467. 

Blood studies in pregnant women. A cont: 
question of the anemia of pregnancy. P. I's 
med. Wchnschr., 1932, i, 652. 

Anemias of pregnancy. L. E. H. Wuitns 
Gynec. Brit. Emp., 1932, xxxix, 267. 

Pernicious anemia of pregnancy. J. ! 
J. Obst. & Gynec. Brit. Emp., 1932, xxxix 

Some aspects of the renal complications 
R. GrirritHs. Med. J. Australia, 1932, ii, 

Xanthoprotein reaction in deproteinized 
pregnancy. II. The child’s blood, the amnio' 
the toxemias of pregnancy. H. Evry 
Gynaek., 1932, cxlix, 414. 


tion tot! 
Deuts¢ 


J. Obst. & 


3 


\WILKINSOD 


f pregnanc; 


yod during 
ic fluid, and 


Ar h f 





BIBLIOGRAPHY OF CURRENT LITERATURE 79 


The regulation of the acid-base balance in pregnancy 
and its disturbance by the toxemias of pregnancy. K. J. 
ANSELMINO. 1932: Berlin, Karger. 

A case of true toxemia of pregnancy. E. 
Med., Cincinnati, 1932, xiii, 370. 

\ rationale for the cause and treatment of the toxamias 
of pregnancy. G. J. StrEAN. Canadian M. Ass. J., 1932, 
XXVIl, 251. 

The toxemias of pregnancy, with reference to internal 
medicine. W. W. Herrick. Illinois M. J., 1932, lxii, 210. 

Are the toxeemias of pregnancy an indication for tempo- 
rary or pe rmanent sterilization? The nephropathies and 
the sterilization of women. S. A. Setitzky. Gynécologie, 
1932, xxxi, 264. 

Convulsions of cerebral or meningeal origin occurring 
during gestation and simulating puerperal eclampsia. M. 
Rees and A. MetzGEer. Rev. frang. de gynéc. et d’obst., 
1032, XXVii, 341. {31| 

Eclampsia; its prevention and control by means of fluid 
limitation and dehydration. J. O. ARNoLp and T. Fay. 
Surg., Gynec. & Obst., 1932, lv, 129. {31| 

The treatment and prophylaxis of eclampsia. L. L. 
Oxntscuitz. Arch. f. Gynaek., 1932, cxlix, 88. 

The treatment with thyroxin of eclampsia and pre- 
eclamptic disturbances. H. KuestNer. Klin. Wehnschr., 
1932, 1, L010. 

Acute intestinal obstruction complicating late preg- 
nancy. G. G. Bemis. Am. J. Obst. & Gynec., 1932. xxiv, 
430. 

Pregnancy and diabetes. J. R. REINBERGER and W. 
RowLanp. Am. J. Obst. & Gynec., 1932, xxiv, 370. 

Glycosuria in pregnancy. R. RICHARDSON and R. S. 
Bitter. Am. J. Obst. & Gynec., 1932, xxiv, 362. 

Colon bacillus infections during pregnancy. J. An- 
péroptAs. Rev. frang. de gynéc. et d’obst., 1932, xxvii, 

[32] 
Med. 
798, 838, 878; ii, 988, 1138, 1342. 

33] 


med. 


W. Enz. J. 


A questionnaire on tuberculosis and pregnancy. 
Klin., 1931, i, 723, 761, 

Syphilis and pregnancy. K. Zrever. Muenchen, 
Wchnschr., 1932, i, 663. 

Neoplasms of muscle cells in the wall of the pregnant 
human uterus. H. Streve. Zentralbl. f. Gynaek., 1932, 
p. 1442. 

Ovarian tumor and ovariotomy during pregnancy. F’. 
SCHRENK. Med. Klin., 1932, i, 785. 

Myomectomy and rupture of the uterus. 
Arch. di ostet. e ginec., 1932, XXXix, 243. 

Premature labor, early mortality, prenatal care. F. 
pn Monatsschr. f. Geburtsh. u. Gynaek., 1932, 

1, 191. 

yp \ discussion on its social, legal, and ethical 
aspects. S. SmitH. Edinburgh M. J., 1932, xxxix, 109. 

Artificial abortion; indications and methods for the 
obstetrician. G. WINTER and H. NAvjoKks. 1932: Stutt 
gart, Enke. 

A résumé of methods and means of interrupting preg- 
nancy. A comparative study on the composition, method 
of action, and dangers of the substances of interruptin, 
antigravid, vn provocol. K. Apert. Deutsche med. 
Wehnschr., 1932, i, 620. 

Interruptin. E. SACHS. 
XXill, 312. 

Death following the use of interruptin to produce abor- 
tion. H. FRANKEN. Zentralbl. f. Gynaek., 1932, p. 1282. 

The int ne of pregnancy in the presence of Ad- 
ne Sdisease. F, BACHNER. Zentralbl. f. Gynaek., 1932, 

039. 
_ Experimental missed abortion. W. K. TScHAIKOWSKY. 
Zentralbl. {. Gynaek., 1932, p. 1414. 


TESAURO. 


Therap. d. Gegenw., 1932, 


Some experiences with illegal abortion in Stockholm. 
A. WESTMAN and H. Letssner. Svenska Likartidningen, 
1932, p. 380. 

Rectification of the frequency of fetal miscarriage in 
Germany. K. FREUDENBERG. Muenchen. med. Wchnschr., 
1932, 1, 758. 

Abdominal cesarean section for uteroplacental apoplexy 
in the eighth month of pregnancy with laceration of the 
lower uterine segment; recovery. D. Bronzint. Clin. 
ostet., 1932, XXXiV, 509. 


Labor and Its Complications 


The diagnosis of labor. A. P. RAmos and R. I 
scont. Semana méd., 1932, Xxxix, 437 

The pulse in labor. B. G. Hamrton. J. 
Soc., 1932, XXxiii, 328. 

The Crodel method of measuring labor pains. H. 
MER. Ztschr. f. Geburtsh. u. Gynaek., 1932, ci, 785. 

The highest number of labor pains in spontaneous labor 
of multiparz with a narrow pelvis, exclusive of cases with 
premature rupture of the membranes. I. Frey and B 
ReGceER. Ztschr. f. Geburtsh. u. Gynaek., 1932, cii, 297. 

The use of medicaments for the stimulation of pains 
during labor. S. ScHUERGER. Orvosképzés, 1932, xxii, 199. 

Indications for digital dilatation of the cervix. ALBRECHT. 
Monatsschr. f. Geburtsh. u. Gynaek., 1932, xci, 182. 

Further observations on labor in the ape (macacus 
rhesus). C. G. HARTMAN and O. L. TrINKLEPAUGH. Arch. f 
Gynaek., 1932, cxlix, 21. 

Traumatic separation of the symphysis pubis during 
spontaneous labor; with a clinical and X-ray study of the 
normal symphysis pubis during pregnancy and the puer 
perium. R. A. ReEts, J. BAER, R. A. ARENS, and E. 
STEWARY. Surg., Gynec. & Obst., 1932, lv, 336. {35 

Complete traumatic and spontaneous intrapartum rup 
tures of the uterus. A report of three cases with no mater 
nal mortality, and one living child removed from the ab 
dominal cavity forty minutes after the uterine rupture. 
M. R. Rosinson. Am. J. Obst. & Gynec., 1932, xxiv, 390. 

Rupture of the pregnant uterus through the scar of a 
traumatic rupture sustained four years — V. 
LazArEvi¢é. Zentralbl. f. Gynaek., 1932, p. 129 

Rupture and protection of the perineum. 's. 
MECKI. Ginek. polska, 1932, xi, 132. 

An etiological and clinical contribution on non-engage 
ment of the head in primipare. K. HEyrowsky. Zentralbl 
f. Gynaek., 1932, p. 1591. 

The obstetrical significance of congenital sacral tumors 
W. Spritzer. Zentralbl. f. Gynaek., 1932, p. 1403. 

Hematoma of the round ligament; a rare complication of 
labor. N. G. NorpENSON. Zentralbl. f. Gynaek., 1932, p. 
1212. Hygiea, Stockholm, 1932, xciv, 264. 

The technique and results of manual separation of the 
placenta and of uterine palpation. S. RApvANy. Orvosi 
hetil., 1932, p. 253. 

K jelland forceps, with particular reference to high vertex 
presentation. W. GERLACH. 1931: Leipzig, Dissertation. 

The prophylactic use of episiotomy in primipara. H. A. 
GusMan. Ohio State M. J., 1932, xxviii, 653. 

The question of cesarean section. II. Cwsarean section 
in the Second Gynecological Clinic of the University of 
Vienna, from 1909 to 1928. E. PREISSECKER. Zentralbl. f 
Gynaek., 1932, p. 1387. 

Indications for cesarean section. R. S 
Michigan State M. Soc., 1932, xxxi, 564. 

Variations in the stages of abdominal cervical caesarean 
section. J. L. Wopon. Bruxelles-méd., 1932, xii, 1113. 

Volvulus following cesarean section. C. JELLINGHAUS. 
Zentralbl. f. Gynaek., 1932, p. 1289. 


). BERNA 
Kansas M 


BRAM 


CHEI 


SIDDALL. J 





80 INTERNATIONAL ABSTRACT OF SURGERY 


Fetal mortality as affected by the duration of labor. C. H. 
PeckHAM. Am. J. Obst. & Gynec., 1932, xxiv, 372. 

Principles of permanent sterilization of women during 

major obstetrical operations and pathological deliveries. 
S. A. Setitzky. Gynécologie, 1932, xxxi, 321. 

The uses and abuses of pituitary extract and anesthetics 
in labor. G. D. Royston. Texas State J. M., 1932, xxviii, 
344. 

Six years’ experience in the use of thymophysin in ob- 
stetrics. N. TemesvAry. Zentralbl. f. Gynaek., 1932, p. 
1333- 

Modern methods of alleviating the pains of childbirth. 
L. C. Rivett. Proc. Roy. Soc. Med., Lond., 1932, xxv, 
1625. 

Anesthesia for obstetrical operations. 
Ginek. polska, 1932, xi, 109. 

Twilight sleep for operative procedures. 
Ginek. polska, 1932, xi, 186. 

Experiments with pernocton twilight sleep in obstetrics. 
Clinical and experimental study. P. HOHNER. 1931: 
Tuebingen, Dissertation. 

Practical suggestions in the use of pernocton. K. 
FRANKENSTEIN. Zentralbl. f. Gynaek., 1932, p. 1296. 

Tribromethy] alcohol (avertin) anzsthesia in obstetrics. 
B. E. Hunt. Virginia M. Month., 1932, lix, 359. 

Clinical experiences in general anzsthesia with scopan, 
and local anesthesia with allocain, during labor. A. 
MoprzeEjewskI. Ginek. polska, 1932, xi, 87. 

Chloroform anesthesia for manual maneuvers and for 
extraction in breech presentation. E. Frey and H. 
Kotter, Arch. f. Gynaek., 1932, cxlix, 278. 

Regional anesthesia for rapid emptying of the pregnant 
uterus by the lower route. DEP. DELLA Rocca. Gynéc. et 
obst., 1932, XXVi, 241. 


W. KEDZIERSKI. 


FE. ScHICHT. 


Puerperium and Its Complications 


Severe postpartum hemorrhage. Z. ARSLANIAN. Rev. 
franc. de gynéc. et d’obst., 1932, xxvii, 367. 

Traumatic rupture of the bladder during the puer- 
perium. F.C. vaN TONGEREN. Zentralbl. f. Gynaek., 1932, 
p. I109g. 

The occurrence of postoperative and puerperal throm- 
bosis and embolism. GaAEssLEeR. Arch. f. Gynaek., 1932, 
cxlix, 650. 

The bacterial flora of the uterus in the first week of the 
puerperium. E. Petrowa. Ztschr. f. Geburtsh. u. Gynaek., 
1932, Cli, 335. 

The significance of premature rupture of the membranes 
in the development of febrile puerperal reactions in relation 
to digital examination and operative interference. E. P. 
GuBANow and W. D. KutscHarpse. Monatsschr. f. 
Geburtsh. u. Gynaek., 1932, xc, 489. 


A contribution to the prophylactic treatment | 
peral fever. F. Lorenzetti. Clin. ostet., 1932, x 
388, 455, 530. 

Puerperal infection. A. AuDINo. 
clin. e terap., 1932, xiii, 872. 

The nature, route of dissemination, and treat 
puerperal septic general infection. K. Sommer. /: 
Geburtsh. u. Gynaek., 1932, ci, 645. 

The arterial tension in puerperal infection. |’ 
Garcia. Semana méd., 1932, xxxix, 221. 

A case of puerperal infection with delayed operat 
B. Sackett. Am. J. Obst. & Gynec., 1932, xxiv, 4 

The report of an additional case of puerperal sep ti 
due to infection by clostridium welchii. P. \ 

Am. J. Obst. & Gynec., 1932, xxiv, 415. 

The prophylaxis and treatment of colon bacillus infe 
tions during the puerperium. V. LE Lorter. Rey. fran 
de gynéc. et d’obst., 1932, xxvii, 276. 

The classification of cases of sepsis and their treatment 
N. Louros. Deutsche med. Wchnschr., 1932, i, 

The treatment of puerperal infection by loca 
tion. Manzi. Arch. di ostet. e ginec., 

The treatment of puerperal infection with \ 
T. CrozLowzki and A. SzEzyYGIEL. 
xi, IOI. 

The biological development of dermoids and 
peral state. G. ABRuUZzzESE. Riv. 
I4I. 


Rassegna inter 


vaccina 
1932, XXXIX, 259 

lin A 
Ginek. pols! 1932, 


e puer- 


ital. di ginec., 2, xiv, 


Newborn 


Intracranial hemorrhage in the newborn as th 
labor. F. PFEFFER. 1932: Tuebingen, Dissertatio 
Icterus of the newborn. J. C. Scurprrrs 

Tijdschr. v. Geneesk., 1932, p. 2808. 


Neder! 


Miscellaneous 


Newer therapeutic technical procedures in obstetrics 
J. Fricyest. Orvosképzés, 1932, xxii, 119. 

A study of the renal function of the feius iy wter 
GUTHMANN and May. Monatsschr. f. Geburtsh. wu. Gynaek., 
1932, XCi, 306. 

Menstruation, pregnancy, and labor in a cas 
uterus. H. Dworzak. Arch. f. Gynaek., 1932, 

The demonstration of toxic substances in t! 
lactating women during menstruation. E. E11 
Kinderh., 1932, cxxxvi, 82. 

Galactorrhcea in the nursing woman. A. N. \NTONO\ 
Ztschr. f. Kinderh., 1932, lii, 431. 

Chorionepithelioma. H. BeEttincer. Zentralbl. f 
Gynaek., 1932, p. 1451. 

Pubertas precox as the sequela of chorionep 
H. Srecmunp. Arch. f. Gynaek., 1932, cxlix, 4 


of arcuate 
lix, 488 
milk of 
Jahrb f 


thelioma 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


An experimental, roentgenological, and clinical study of 
intravenous urography. B. JEHIEL. J. d’urol. méd. et chir., 
1932, XXXiii, 419, 525; XXXiV, 20. [38] 

Upper urinary tract and the adjacent organs; differential 
diagnosis of pathological conditions. W. E. STEVENS. 
California & West. Med., 1932, xxxvii, 160. 

Pyogenic infections of the urinary tract in children. J. 
A. FisHer. J. Med., Cincinnati, 1932, xiii, 354. 
Notes on urinary calculi. B. P. SABAWALA. 

Gaz., 1932, Ixvii, 509. 


Indian M. 


The heredity of oxalic urinary calculi. H. C. Gra 
Acta med. Scand., 1932, Ixxviii, 268. : 

The effect of urinary hormones of pregnancy on the 
suprarenal glands. G. Mapruzza. Riv. ital. di ginec., 
1932, Xiv, 125. 

The treatment of Addison’s disease with cortin (Hart 
man); report of four cases. P. C. Barrp, Jr ‘Al 
BRIGHT. Arch. Int. Med., 1932, 1, 394. 

Hypernephroma metastases in the skeleton 
MANN. Arch. f. klin. Chir., 1932, clxx, 331. 

Perinephric inflammation. H. P. W1Ns 
Proc. Roy. Soc. Med., Lond., 1932, xxv, 105 


W. Lex 


WuiTr 





BIBLIOGRAPHY OF CURRENT LITERATURE 81 


Renal function tests in pediatrics. P. NoGuerras. Arch. 
de med. infantil, 1932, i, 84. 

Notes on pyelography. T. A. B. Hayes. Irish J. M. 
Sc., 1932, No. 81, 543. 

Double kidney. A. 
1932, Ix, 167. 

Bilateral complete duplication of renal pelves and ureters 
inachild. Report of a case, with a review of the literature. 
Ss. I. Levy and C. B. MELvILLe. Brit. J. Urol., 1932, iv, 


MArsettaA. Arch. ital. di urol., 


241. 
om kidney; a review of sixty-eight surgical cases. 
W. Watrers and J. B. Prrestiey. J. Urol., 1932, xxviii, 
271. 

Renal dystopia. H. L. Morris, W. L. SHERMAN and 

|. F. Brunton. Am. J. Surg., 1932, xvii, 395. 
" Unilateral renal agenesis. A case report with a résumé of 
nineteen additional cases from the literature. A. MCNALLY. 
J. Urol., 1932, XXVili, 289. 
“ Inversion of the kidney. S. RAGONE. Policlin., Rome, 
1032, XXxix, sez. Chir. 434. 

Symptomless hydronephrosis revealed by trauma. G. 
i. SLoTKIN. New York State J. M., 1932, xxxii, 1051. 

A case of left hydronephrosis due to an anomalous ves- 

sel. R. ALESSANDRI. Policlin., Rome, 1932, xxxix, sez. 
prat. 1197. 
" Two cases of hydronephrosis with symptoms pointing to 
lisease of the anterior part of the abdomen. C. FLANDIN, 
\. Escatier, P. Soutré, and F. Jory. Bull. et mém. Soc. 
méd. d. hop. de Par., 1932, xlviii, 1239. 

Sixteen cases of nephritic hematuria treated surgically. 
(G. Puprnt. Arch. ital. di urol., 1932, ix, 97. 

The method of development of ascending pyelonephritis. 
I. Stumpr. 1931: Bonn, Dissertation. 

Bacterial concretions in the kidney pelvis; with a report 
i two personal cases. A. J. ScHoti. Surg., Gynec. & 
Obst., 1932, lv, 360. 

An operatively treated case of renal tuberculosis in a boy 
two years and four months of age. A. TAKAHASHI and 
Tryzo UrpaA. Ztschr. f. urol. Chir., 1932, xxxv, 155. 

Traumatic renal lithiasis. MASNATA. Clin. chir., 1932, 
viii, 6st. [39] 

The formation of stones in congenital dystopic kidneys. 
M.Lasczowrr. Ztschr. f. urol. Chir., 1932, xxxv, 136. 

Solitary cysts of the kidney. E. Dam. Ztschr. f. urol. 
Chir., 1932, XXXV, 102. 

\ large renal cyst (simulating solitary cyst). M. 
Josep. J. Urol., 1932, xxviii, 297. 

Calcified cysts of the kidney. J. A. C. Cotston. Bull. 
Johns Hopkins Hosp., Balt., 1932, li, 125. [39] 

Radiographic aspects of kidney tumors. H. C. Ocus- 
NER. J. Indiana State M. Ass., 1932, xxv, 376. 

_\ case of renal tumor with fever as the only symptom. 
E. LIUNGGREN. Brit. J. Urol., 1932, iv, 240. 

Squamous-cell carcinoma of the renal pelvis associated 
vith stone and leucoplakia. W. J. Porrs. Arch. Surg., 

132, XXV, 458. 

Nephropyelotomy. BEHREND. Zentralbl. f. Chir., 1932, 


1510. 


Heminephrectomy. E. Stone. J. Urol., 1932, xxviii, 


n 


Renal sympathectomy in experimental renal disease. 
|.M.Catpwett, Jr. J. Urol., 1932, xxviii, 323. 

The physiology and the pathology of the motor function 
| the ureters in excretion urography, with particular 


Terence to disease of the adnexa. W. HECKENBACH. 
Atschr. I. urol. Chir., 1932, XXXV, 34. 

_ Complete bilateral duplication of the ureters. P. 
WILLIAMS, J. Urol., 1932, xxviii, 279. 

_Extravesical ureteroceles. BONNET. Arch. d. mal. d. 
unset d. organes génito-urinaires, 1932, vi, 626. 


Ureterostenosis. C. S. EppLEMAN. Internat. J. Med. & 
Surg., 1932, xlv, 412. 

Artificial occlusion of the ureter previous to nephrectomy 
in early renal tuberculosis. The preliminary report of an 
experimental and clinical study. A. DE LA PENA and E. 
DE LA PENA. J. Urol., 1932, xxviii, 343. [39] 

Mammoth ureteral calculus; report of a case. M. Gotp- 
MAN. J. Urol., 1932, xxviii, 371. 

Uretero-peritoneal fistula with urinary ascites; a second 
case. G. L. DuNNER and H. S. Everett. J. Urol., 1932, 
XXViii, 333. 

Bilateral transplantation of the ureters and colostomy 
for vesico-vaginal and vesicorectal fistula. H. Dopp. 
Proc. Roy. Soc. Med., Lond., 1932, xxv, 1679. 


Bladder, Urethra, and Penis 


The value of cystoscopy in general medical diagnosis; a 
comparison between symptomatic and cystoscopic diag- 
nosis. P. S. PEtouze. Pennsylvania M. J., 1932, xxxv, 
846. 

The effect of resection of the presacral nerve on vesical 
function. R. E. VAN DuzeNn. South. M. J., 1932, xxv, 964. 

A contribution to our knowledge of femoral cystocele. 
E. Leo. Arch. ital. dichir., 1932, xxxi, 4o1. 

Vesical neck obstruction; its relief by transurethral re- 
section. H. T. Low. Colorado Med., 1932, xxix, 367. 

The correction of vesical neck obstruction by means of 
the resectoscope. J. Missouri State M. Ass., 1932, xxix, 
411. 

Clinical contribution on hemorrhagic diseases of the 
bladder. G. KrAucuer. Ztschr. f. urol. Chir., 1932, xxxiv, 
420. 

Acute urocystitis. 
237. 

Cystoscopic appearances of bilharziasis of the bladder. 
N. Makar. Brit. J. Urol., 1932, iv, 209. 4 

Recurrent vesical calculus. M. PAVoNeE. 
urol., 1932, ix, 196. 

A case of cavernous hemangioma of the bladder. E. G. 
BALLENGER, O. F. ELpEer, and H. P. McDonatp. Am. J. 
Surg., 1932, xvii, 409. 

A case of leiomyosarcoma of the bladder. B. F. Powe t. 
Brit. J. Urol., 1932, iv, 250. 

Diverticulum of the male urethra associated with di- 
verticulum of the bladder. W. K. Irwin. Proc. Roy. Soc. 
Med., Lond., 1932, xxv, 1684. Brit. J. Urol., 1932, iv, 257. 

Total traumatic rupture of the bulbous urethra in an 
infant, necessitating a particular technique in the post- 
operative care. J. KESSELER. J. d’urol. méd. et chir., 1932, 
XXxiV, 45. 

The present status of the treatment of gonorrhcal 
urethritis. W. A. Upcuurcu and W. E. Upcuurcu. 
Internat. J. Med. & Surg., 1932, xlv, 417. 

Congenital narrowing and atresia of the urethra. G. 
Tarozzi and G. Buccrarpt. Arch. ital. di urol., 1932, viii, 
539- [41] 

Hypospadias and epispadias; a philological note. J. L. 
BREMER. New England J. Med., 1932, cevii, 537 


A. VALERIO. Folha med., 1932, xiii, 


Arch. ital. di 


Genital Organs 


The treatment of prostatic obstruction with the electric 
resectoscope. H. L. KretscuMer. Illinois M. J., 1932, 
Ixii, 240. 

The large prostate. G. P. LAROQurE. Virginia M. Month., 
1932, lix, 337. 

Some observations on urinary infections associated with 
senile enlargement of the prostate gland. J. Gray. Brit. 
J. Urol., 1932, iv, 233. 





82 


The prostate as an occult focus of infection; latent 
prostatitis. DE LA PENA and PINEDA. Prog. de la clin., 
Madrid, 1932, xx, 418. 

A note on prostatic drainage. T. J. 
J. M. Sc., 1932, No. 81, 551. 

Carcinoma of the prostate. J. R. CaAuLk and S. 
Boon-Irr. Am. J. Cancer, 1932, xvi, 1024. 

Simplified perineal prostatectomy. A. T. HUBERTI. 
méd. de Barcelona, 1932, ix, 538. 

[xtramuscular perineal prostatectomy. E. Ham. Rev. 
méd. de Barcelona, 1932, ix, 540. 

Cystoscopic prostatectomy. F. E. 
sota Med., 1932, xv, 567. 

Transurethral partial prostatectomy. 
Virginia M. Month., 1932, lix, 361. 

Massive secondary post-prostatectomy hemorrhage 
controlled by endoscopic fulguration; a report of five cases. 
E. Davis. J. Urol., 1932, xxviii, 365. 

Two cases of multiple-tissue tumors—cystic embryoma 

of the epididymis. Martin and Sermet. J. d’urol. méd. 
et chir., 1932, Xxxili, 513. 

Subacute and so-called chronic non-specific epididymitis. 
G. Botocnesi and R. Rept. J. d’urol. méd. et chir., 1932, 
XXxill, 548. 

Subacute and chronic, so-called non-specific epididy- 
mitis. G. BoLoGNEs!I and R. Rept. J. d’urol. méd. et chir., 
1932, XXXili, 321}; XXXiV, 5. 

The treatment of undescended testicle. 
son. South. M. & S., 1932, xciv, 594. 

A case of bilateral tumors of the testicle; with some notes 
on the effects of castration of the adult male. E. L. Perr- 
SON, Jr. J. Urol., 1932, xxviii, 353. 


dD. Irish 


LANE. 


[41] 


Rev. 


B. FoLtey. Minne- 


L. D. KEYSER. 


R. S. ANDER- 


SURGERY OF THE BONES, 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


The ossification in the extremities of the newborn. T. O. 
MENEES and L. E. Hotty. Am. J. Roentgenol., 1932, 
XXVili, 380. 

Lead poisoning; the bone changes roentgenologically 
considered. R. DRANE. South. M. J., 1932, xxv, 907. 

Massive fluorosis of the bones and ligaments. P. F. 
MOLLER and V. Gupyonsson. Acta radiol., 1932, xiii, 2609. 

Osteomalacia in Géorgia (Russia). J. TIKANADZE. 
Gynéc. et obst., 1932, xxvi, 228. 

On the identity of imperfect congenital osteogenesis and 
idiopathic osteopsathyrosis, and on the diagnosis of the 
latter from infantile scurvy. A. Hetse. Acta radiol., 1932, 
xiii, 319. 

Generalized diseases of the bones and 
Scuwarz. Zentralbl. f. Chir., 1932, p. 1488. 

Renal dwarfism and rickets. S. KARELITz and H. Koto- 
MOYZEFF. Am. J. Dis. Child., 1932, xliv, 542. 

Bacteriophage in the treatment of osteomyelitis. E. C. 
BAGLEY and M. KELLER. Minnesota Med., 1932, xv, 597. 

The maggot treatment of osteomyelitis. N. W. Mc- 
LELLAN. Canadian M. Ass. J., 1932, xxvii, 256. 

Two peculiar cases of bone tuberculosis. V. 
Acta radiol., 1932, xiii, 264. 

Large fosse of bone tuberculosis. 
clin., Madrid, 1932, xx, 413 

The importance of chronic bone abscess from the point of 
view of the general practitioner. B. RAcz. Orvosképzés, 
1932, XXii, 351. [44] 

A case of hydatid cyst of bone. Ottvares. Actas Soc. de 
cirug. de Madrid, 1932, i, 367 


joints. G. 


FINSEN. 


Munoz. Prog. de la 


INTERNATIONAL ABSTRACT OF SURGERY 


A case of chorionepithelioma of the testes with gyn 
comastia. K-R. StoRJOHANN. Frankfurt. Ztschr. f. Path 
1932, xliii, 80. ; 

The pathology, diagnosis, and treatment of tw 
malignant disease of the testicle. J. McC uri 
SANGUINETTI, and C. H. Cartton. Brit. J. Urol., 
207. 

Testicular carcinoma of the embryonal type, wit! 
upon the prognosis of tumors of the testis. I. H 
Med. J. Australia, 1932, ii, 390. 


dses 0} 


H 


H 


Miscellaneous 


An analytical and comparative study of the perineun 
S. G. VERNET. Rev. méd. de Barcelona, 1932, ix, 2 

The method of Cahier in the treatment of esse: 
continence. G. Marton. J. d’urol. méd. et chir 
xxxiv, 48. 

Urinary incontinence in the female. G. Zappa 
ital. di urol., 1932, ix, 186. 

Shadowless urinary obstructions; unusual types. N. § 
Moore and E. E. Sexton. South. M. J., 1932, , 907 
Enuresis; its urological aspects. M. F. Cay * 

Urol., 1932, xxviii, 255. 
The diagnosis of pyuria. 
Ass. J., 1932, xxvii, 266. 
Some radiographic aspects of urinary calc 
Twrinem. Am. J. Surg., 1932, xvii, 380. 
Lymphogranuloma inguinale. H. F. DEWoLr ar 
VAN CLEVE. J. Am. M. Ass., 1932, xcix, 1065. 
Lymphogranuloma inguinale. Retss. Ztschr 
burtsh. u. Gynaek., 1932, cii, 411. 


R. PEARSE. Can: 


JOINTS, MUSCLES, TENDONS 


On the diagnosis and treatment of tumors 0! 
bones. J. Estetta. Arch. Fac. de med. de Zaragoza, 1932 
i, 120. 

Radiotherapy for endothelial myeloma. 
yarpins. Am. J. Cancer, 1932, xvi, 1121. 

Osteitis fibrosa sarcoma. W. HOFFMEISTE! 
Ztschr. f. Chir., 1932, ccxxxvi, 191. 

Autotransplants and free homografts of bon: 
osteum. V. Gacuio. Ann. ital. di chir., 1932, xi, 0c 

A report of the Strangeways collection of rhe 
joints in the museum of the Royal College of 
R. L. Knaccs. Brit. J. Surg., 1932, xx, 113 

The etiology and treatment of chronic arthritis. 
BuRBANK. New England J. Med., 1932, ccvii, 540 

Acute primary polyarthritis and secondary t 
bacillamia of Loewenstein. L. V. Birna. Kifor 
1932, xlviii, 1131. 

Congenital myotonia, Thomsen’s diseas¢ 
Diaz. Arch. de med. infantil, 1932, i, 15. 

Generalized myositis fibrosa. E. H. Scuw. 
LEY, M. Bopansky, and T. H. Harris. Ann. In 
1932, Vi, 422. 

Pseudomuscular hypertrophy; report of a « 
OvELL. Clifton Med. Bull., Clifton Springs, \. Y., 
Xviii, 78. 

A case of cysticercus of the muscles. A. CA! 
Rome, 1932, Xxxix, Sez. prat. 1240. , 

Rheumatic fever. T. D. Jones. New England J. Med, 
1932, CCVii, 520. 

The contagious factor in the etiology of rheu 
W. R. F. Cotxts. Am. J. Dis. Child., 1932, x! 

A study of rheumatic disease. J. CuATR! 
méd. de Barcelona, 1932, ix, 70. 


i 
the tong 


Des 


Ieutscl 


matoid 


werculous 


1a med 
VALDES 


P. BRIN! 


Med., 


A. G 


1932 


Polic lin 


atic fever 





med., 


\LDES 


SRIND 


Med.. 


A.G 


, 1032, 


jliclin 


Med., 


' fever 


Rev 


BIBLIOGRAPHY OF CURRENT LITERATURE 83 


[wo cases of parathyroidectomy for deforming rheuma- 
tism with hypercalcemia. H. GAubIER and G. PArTorr. 
Bull. et mém. Soc. nat. de chir., 1932, lviii, 1154. 

An anatomical study of men without necks. A. Fem, A. 
Lestev, and H. Fiscuer. Rev. d’orthop., 1932, xxxix, 
a” case of cervical rib. MArtinez. Arch. de med., cirug. 
\ especial . 1932, Xili, 624. ; : 

“ The anatomical localization and the treatment of in- 
correctly called ‘“subacromial bursitis of Duplay.” G. 
DoLLINGER. Orvosi hetil., 1932, p. 27. 

Subdeltoid calcification. R. LERICHE. 
Soc. nat de chir., 1932, lviii, 1146. 

Subluxation of the elbow in children. L. 
Nederl. Tijdschr. v. Geneesk., 1932, p. 3288. 

Ossification of the elbow following injury. A. BLENCKE. 
Zentralbl. f. Chir., 1932, p. 1524. 

Successive traumatisms to the wrist. M. Bretor. Rev. 
lorthop., 1932, XXXiX, 553- 

An extraordinary case of deformity of the wrist. A 
symptomatic form of Madelung’s deformity. T. By6r- 
xroTa. Acta orthop. scand., 1932, li, 242. 

The results of operative and conservative treatment of 
necrosis of the lunate bone. P. Rostock. Arch. f. orthop. 
Chir., 1932, XXXi, 439. 

Disability following division of the tendons of the hand. 
5. Kraer. Ugesk. f. Laeger, 1932, p. 432. 

Tenovaginitis stenosans of the thumb. M. ScHETTINO. 
Riforma med., 1932, xlviii, 1142. 

An anatomical and physiological study of the lumbo- 
sacral epidural space in occult spina bifida. F. Lacror 
and R. Favre. Rev. d’orthop., 1932, xxxix, 517. 

Congenital kyphosis and congenital gibbus; their ana- 
tomical basis and development. H. STERNBERG. Arch. f. 

rthop. Chir., 1932, xxxi, 465. 

Nephrogenic scoliosis. A. BIANCHINTI. Radiol. med., 1932, 
ix, 852 

Osteomyelitis of the vertebral column. S. 
Beitr. z. klin. Chir., 1932, clv, 223. 

\cute osteomyelitis of a dorsal transverse process. J. 
Donovan. Brit. M. J., 1932, ii, 516. 

Aclinical and legal contribution concerning chronic oste- 
myelitis of the vertebra. F.OEHLECKER. Chirurg, 1932, 


Bull. et mém. 


DE JAGER. 


LENNER. 


iV, 473. 

Vertebral osteochondritis. J. I. MrrcHety. Arch. Surg., 
1932, XXV, 544. 
_ Hemangioma of the vertebra. B. J. ALpers and H. K. 
PANCOAST. Surg., Gynec. & Obst., 1932, lv, 374. 


Hemangioma of the vertebrae. J. 
Roentgenol., 1932, xxviii, 372. 

A rare tracking abscess of vertebral origin. C. ZANGHERI. 
Radiol. med., 1932, xix, 865. 

Vertebral arthritis. W. J. Moorr and D. Kyte. Med. 
J & Rec., 1932, CXXXVi, 189, 224. 

Calcification of the anterior longitudinal ligament of the 
etvical vertebra. R. JANKER. Arch. f. orthop. Chir., 
32, XXXi, 500. 
Forme fruste of adolescent coxa vara. P. 
"resse méd., Par., 1932, xl, 1352. 
Chronic deforming arthritis of the hip. 
Messe méd., Par., 1932, xl, 1342. 

‘IX cases operated upon for dry arthritis of the hip. E. 
‘ORREL and A. DELAHAYE. Bull. et mém. Soc. nat. de 

1, 1932, lviii, 1138. 
Usteochondritis or tuberculosis of the hip; contribution 
® the differential diagnosis. H. HrypEMANN. Med. 
Neélt, 1932, p. For. 
_\ bacteriological study of the blood in tuberculosis of 
© hip. C. R. Lavatte and I. Tessrert. Semana méd., 
432, XXX1X, 2909 


IRELAND. 


Am. J. 


PouzeET. 


PADOVANI. 


o 


Solitary myeloma (plasmacytoma) of the femur; report 
of one case. W. G. HARDING, 2d, and T. S. Kimpat_. Am 
J. Cancer, 1932, xvi, 1184. 

Chondromatosis of the knee joint. 
f. Chir., 1932, p. 1528. 

Traumatic painful hypertrophy of the fatty tissues be 
neath the patella. G. JEAN. Rev. d’orthop., 1932, xxxix, 
548. 
A remarkable end-result in an injury of the patellar 
ligament received, forty years previously. K. H. Ers. 
Deutsche Ztschr. f: Chir., 1932, ccxxxvi, 357. 

A special variety of rupture of the spine of the tibia. 
A. Cosacesco. Rev. d’orthop., 1932, xxxix, 558. 

Congenital pseudarthrosis of the tibia. CrruENTEs, 
GuIJARRO, and FERNANDEZ. Prog. de la clin., Madrid, 
1932, XX, 402. 

Dislocation of the posterior tibial tendon. H. G. 
Scuwarz. Zentralbl. f. Chir., 1932, p. 1490. 

A unique foot pain. (Tenosynovitis of the distal tendon 
sheath of the peroneus longus). W. ABERLE-HoRSTEN- 
EGG. Muenchen. med. Wchnschr., 1932, i, 946. 

Diseases of the metatarsal phalangeal joints. WOELFER. 
Zentralbl. f. Chir., 1932, p. 1035. 

Osteoma of the maltangulum majus, first metacarpal 
bone. GoyANNES. Actas Soc. de cirug. de Madrid, 1932, 
1, 273. 

Primary tumors of the os calcis. B. L. CoLrey and G. S. 
SHARP. Am. J. Cancer, 1932, xvi, 1053. 


Kron. Zentralbl 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


Conservative bone surgery. J. GoyANNEs. Arch. Fac. 
de med. de Zaragoza, 1932, i, 215. 

Early treatment of acute osteomyelitis. P. INGELRANS. 
Rev. d’orthop., 1932, xxxix, 455. [46| 

Experimental studies on the fate of free bone grafts in 
the presence of artificial infection. H. HAMMER. Deutsche 
Monatsschr. f. Unfallheilk., 1932, 1, 520. 

Disturbances of consolidation after orthopedic oste 
otomies of the long tube bones. A review of ten years’ ex 
perience. M. BrANbeEs. Arch. f. klin. Chir., 1932, clxx, 408 

Occupational disturbances of the joints, ankylosis, partial] 
contractures, and partial regeneration. E. Payr. Ztschr. 
f. orthop. Chir., 1932, lvi, 527. 

What teachings are available from the experiences of the 
world war with regard to the treatment of gunshot and 
peace-time injuries of the joints? ZiLumMEr. Veroeffentl. 
Heeressan. wes., 1932, Ixxxvii, 5. [47] 

The treatment of swelling and vascular disturbances of 
the extremities. F. ScHEDE and E. BeTrMANN. Muenchen. 
med. Wchnschr., 1932, i, 861. 

A simple and successful treatment for ganglion. H. 
GUENTHER. Zentralbl. f. Chir., 1932, p. 1476. 

Experiences in the treatment of injuries of the shoulder, 
knee, and ankle. H. JorpAN-NARATH. Monatsschr. f. 
Unfallheilk., 1932, xxxix, 278. 

End-results of bone transplantation for pseudarthrosis 
of the ulna. A. Contarcyris. Zentralbl. f. Chir., 1932, 
p. 1513. 

The treatment of Dupuytren’s contracture. E. ORBACH. 
Med. Welt., 1932, p. 955. 

Operation for Kienboch’s disease. 
Soc. de cirug. de Madrid, 1932, i, 301. 

Local surgery of painful backs. M. H. Hoparr. Am. 
J. Surg., 1932, xvii, 434. 

The early treatment of scoliosis. F 
orthop. Chir., 1932, lvi, 569. 

The surgical treatment of scoliosis. M. Fivre. Rev 
d’orthop., 1932, xxxix, 380. [48] 


OLIvARES. Actas 


‘, SCHEDE. Ztschr. f. 





84 INTERNATIONAL ABSTRACT OF SURGERY 


Late results in cases of tuberculous spondylitis treated 
by operative fixation, particularly by the method of Albee. 
F. LANGENSKIOLD. Acta chir. scand., 1932, lxix, 557. 

Late results following operation for tuberculous disease 
of the spine, particularly following the Albee operation. F. 
LANGENSKIOLD. Finska lik. -sillsk. handl., 1932, xxiv, 128. 

The technique of high and deep osteotomy for coxitis. 
H. G. Scuwarz. Zentralbl. f. Chir., 1932, p. 1490. 

Excision of the coccyx through a transverse incision. 
W. A. Mittincton. Northwest Med., 1932, XXXi, 435. 

Rupture of the anterior crucial ligament of the knee. 
J. A. Caerro. Semana méd., 1932, xxxix, 17 

Rupture of the crucial ligaments and ther operative re- 
placement. W. Kiapp. 1931: Marburg a. L., Dissertation. 

Positive pressure in arthrodesis for tuberculosis of the 
joint. J. A. Key. South. M. J., 1932, xxv, goo. 

Hoffa’s disease. The report of two cases. D. DEL VALLE 
and S. SaraNnowsky. Semana méd., 1932, xxxix, 379. 

The clinical treatment of flat-foot. E. BETTMANN. 
Ztschr. f. orthop. Chir., 1932, clv, 378. 

A semi-flexible brace for the support of the longitudinal 
and anterior arches of the foot. W. I. GALLAND. Am. J 
Surg., 1932, xvii, 442. 

The treatment of pes valgus “‘staticus’” pathologicus by 
osteoplastic osteotomy and insertion of a screw. K. 
LupiorF. Arch. f. klin. Chir., 1932, clxx, 231. 

The treatment of hallux valgus. O. BsTEH. 
Wchnschr., 1932, i, 748. 


Wien. klin. 


Fractures and Dislocations 


Fractures in children. M. STEINSLEGER and I. SLULLI- 
TEL. Semana méd., 1932, XXxxix, 301. 

Emergency treatment of extremity fractures. 
KENNEDY. New England J. Med., 1932, ccvii, 393. 

Different methods of internal fixation of fractures. 
ARNOLD. South. M. J., 1932, Xxv, 971. 

A contribution on open reduction. Kiorpzic. Zentralbl. 
f. Chir., 1932, p. 1194. 

A critical study of various methods for open reduction of 
fractures. H. May. Deutsche Ztschr. f. Chir., 1932, 
CCXXXVi, 213. 

The advantages and disadvantages of the operative treat- 
ment of fractures. N.B.GrRONDAHL. Med. Rev., 1932, xlix, 
193. 

The treatment of fractures of the shafts of the long 
bones, with particular reference to operative treatment. 
C. K. SCHAANNING. Acta chirurg. Scand., 1932, Ixx, 1. [49] 

The use of local anesthesia in the treatment of fractures. 
G. MILLER. Canadian M. Ass. J., 1932, xxvii, 260. 

The effect of autoclaved diets on the healing of fractures. 
N. Toro. Arch. ital. di chir., 1932, xxxii, 41. 

Experiences with the splintering technique of Kirschner 
for pseudarthrosis and delayed callus formation. J. 
Kug_Le. Chirurg, 1932, iv, 487. 


R. H. 
1A. 


SURGERY OF THE 


Blood Vessels 


Insulin in obliterative lesions of the blood vessels. S. M. 
BEALE, Jr. Am. J. Surg., 1932, xvii, 413. 

Terminolateral anastomosis of the blood vessels by the 
method of Lespinasse and Eisenstaedt. G. Puprni. Ann. 
ital. di chir., 1932, xi, 768. 

The principles of treatment in common arterial diseases 
of the extremities. W. J. M. Scott and J. J. Morton. J. 
Am. M. Ass., 1932, xcix, 982. 


Rupture of the axillary artery in dislocation of th 
shoulder. H. Scutrmer. Zentralbl. f. Chir., 1932, p. 143; 

Edens’ operation for habitual dislocation of the 
R. AnRENS. Zentralbl. f. Chir., 1932, p. 1385. 

The Lavoie splint in fractures of the humerus. G. §. 
Foster. Am. J. Surg., 1932, xvii, 444. 

The treatment of fractures of the forearm in 
M. Gampoa, J. R. Dietscu, and S. I. NupELMAN 
méd., 1932, XXxix, 169. 

Two cases of isolated fracture of the ulna. L 
EAUD. Rev. d’orthop., 1932, xxxix, 545. 

Subtotal retrolunar dislocation of thecarpus. R. Monrayy 
Schweiz. Ztschr. f. Unfallmed., 1932, xxvi, 183. 

Fractures of the wrist. A review of 176 cases. k. K. 
GuorM_eEy and R. J. Mroz. Surg., Gynec. & Obst 
lv, 377 

A case of rare fracture of the sternum. D. Grorca 
puto. Arch. ital. di chir., 1932, xxxii, 181. 

Vertebral fracture with increasing paralysis 
upon as an exceptional case. F. 
f. Chir., 1932, p. 1274. 

Isolated avulsion fracture of the antero-inferio 
the ileum. H. Hanke. Arch. f. orthop. Chir., 1 
377. 

Traction and position in fractures of the pelvi 
NIESSEN. Chirurg, 1932, iv, 410. 

A simple diagnostic sign of congenital dislocati 
hip. E. BETrMANN. Chirurg, 1932, iv, 498. 

Early treatment of congenital dislocation of 
D. Potivka. Slov. Sborn. ortop., 1932, vii, 36. 

The treatment of dislocation of the hip. )’. 
Rev. méd. de la Suisse Rom., 1932, lii, 513. 

The point of application and the direction of pull in 
fractures of the femur. FERRE. Prog. de la clir Madrid, 
1932, XX, 390. 

The operative treatment of frequent recurring (is 
of the patella. G. BRANpt. Arch. f. klin. Chir 
204. 

The operative treatment of patellar fractures. \\ 
PristeR. Arch. f. orthop. Chir., 1932, xxxi, 383 

The treatment of open fractures of the leg in civil prac- 
tice. ARMANET. Presse méd., Par., 1932, xl, 134: 

The breaking strength of healing fractured fibule of 
rats. III. Observations on a high fat diet. k. M. Mc- 
Keown, M. K. Linpsay, S. C. Harvey, and Rk. W. Lvus- 
DEN. Arch. Surg., 1932, xxv, 467. 

Dislocation of the astragalus. 
& West. Med., 1932, xxxvii, 176. 

Isolated fracture of the tarsoscaphoid. L. H. Covr 
EAUD. Rev. d’orthop., 1932, XxXxix, 541. 


Sie vulder. 


children 
semana 


H Cor k- 


( perated 
OEHLECKER. Zentralbl 


spine of 
32, XXXi 


n of the 
the hip. 


Nicop 


location 
032, clxxi, 


S. L. Haas. California 


Orthopedics in General 


Advances in the manufacture of artificial legs 
Vertu. Ztschr. f. orthop. Chir., 1932, lvi, 621 


BLOOD AND LYMPH SYSTEMS 


Aneurism of the common iliac artery sevé 


n years alter 
injury. O. Hennic. Arch. f. klin. Chir., 1032, clxxi, 175 

Aneurisms of the arteries amenable to surgical ek 

.P. Bett and R. S. TrtLotson. West. J. Surg., Obst. 
tag 1932, xl, 475. 

Tuberculosis of the systemic arteries with fat “4 rupture; 
a report of two cases. H. L. SHEEHAN anc _ Wait 
HEAD. J. Path. & Bacteriol., 1932, xxxv, 733 

Primary thrombosis of the axillary vein. D; P. 
and R. Mackay. Lancet, 1932, ccxxili, 670 



















prac- 
le of 
. Me- 
LUMSs- 


ifornia 


Cour 


MI. ZUR 


urs after 
xxi, 175 
‘cedure 
Obst. & 


rupture, 
WHITE 


P. FIRTR 






































The place for suprarenalectomy in the conservative 
treatment of juvenile arteritis of the thrombo-angiitis type. 
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